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greater antibacterial efficacy... 


Chloromycetin 


for today’s problem pathogens 


Because of the increasing emergence of pathogenic strains resistant 
to commonly used antibiotics, judicious selection of the most effec- 
tive agent is essential to successful therapy. In vitro sensitivity 
studies serve as a valuable guide to the antibiotic most likely to be 
most effective. Both clinical experience and sensitivity studies indi- 
cate the greater antibacterial efficacy of CHLOROMYCETIN 
(chloramphenicol, Parke-Davis) treatment for many resistant 


infections.!-7 


CHLOROMYCETIN is a potent therapeutic agent and, because 
certain blood dyscrasias have been associated with its administra- 
tion, it should not be used indiscriminately or for minor infections. 
Furthermore, as with certain other drugs, adequate blood studies 
should be made when the patient requires prolonged or intermittent 


therapy. 
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! Editorials eae 


Prior Adrenocortical Steroid 
Therapy and Surgical Treatment 


n addition to the many side effects as- 
si iated with the relatively short term 
therapy, Mark A. Hayes* points out that 
there is accumulating evidence that prior 
t)eatment with either ACTH or Cortisone 
nay significantly alter an individual’s abil- 
i to effect necessary adjustments to a 

‘essful situation such as an operative pro- 

dure. On the Yale University Service, 

ring the 24 month period ending July 1, 

155, there were 53 operations performed 

patients whose coexistent or primary 
sease might have warranted treatment 
th the steroids. Twenty-eight of these 

d received steroid therapy at one time, 

d of these, 15 developed a shock state re- 
f actory to blood replacement during an op- 

ative procedure or immediately after op- 

ation; an incidence of over 53 per cent. 
The remaining 25 patients with the same 
agnosis who had not received therapy 
ere operated on without a single episode 

’ shock. 

In the patients who developed shock, and 
also had discontinued therapy the time in- 
terval varied from three to 24 months. 
Therapy with ACTH seemed to be equally 
as culpable since two patients who had re- 
ceived this agent developed shock; one had 
discontinued therapy two months earlier 
and the other occurred while on continuing 
unchanged dosages of the trophic hormone. 
From this Data Doctor Hayes concluded 
that the total dosage, duration of therapy, 
and time free from steroids gives no reliable 
information as to the pituitary-adrenocor- 
tical responsitivity for surviving an opera- 
tive procedure. He then goes on to discuss 
the methods of preparing these people for a 
surgical procedure, the principles and de- 
tails of which should be clearly in the mind 
of every surgeon. 


Every branch of medicine makes an obli- 
gation of every physician to know and con- 


*Hayes, Mark A.: The Wide Spread Use of the Steroid in 
Surgical Treatment as Complicated by Prior Adrenocortical 
Steroid Therapy. Surg. 40:95 (Nov.) 1956. 
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stantly remember that a surgical procedure 
is an extremely hazardous one in patients 
who have been so treated. Even after 24 
months one patient’s pituitary adrenocor- 
tical system was not prepared to meet the 
stressful situation of an operative procedure. 
History taking continues to be important 
even when the diagnosis of appendicitis or 
fibroid of the uterus is quite obvious. Fur- 
thermore the patient and the family must 
know when steroids are being given lest this 
history be not available from any other 
source. 


The American Physician And 
The World Medical Association 


The World Medical Association has be- 
come a strong factor in protecting and pro- 
moting the professional interests of the med- 
ical profession and the cause of world peace. 

Now in its ninth year, W.M.A. is a fed- 
eration of the most representative national 
medical associations in each of 52 nations. 
These member organizations represent more 
than 700,000 physicians, the A.M.A. is a 
leading member of the World Medical As- 
sociation. 

Already, by solid accomplishments, the 
W.M.A. has earned the right to call itself 
“the international voice of organized medi- 
cine.” Thanks largely to the United States 
Committee and similar supporting commit- 
tees of physicians in other nations. W.M.A. 
has a well-tried constitutional structure, a 
small but efficient secretariat, and a tri- 
lingual journal whose world-wide influence 
and value to the profession is rapidly grow- 
ing. 

Even with a modest membership repre- 
senting scarcely three per cent of American 
medicine, important achievements have been 
registered, many of which would have been 
impossible if the American pharmaceutical 
and related industries had not matched the 
financial support given the U. S. Committee 
by its physician members. 

Last year, 176 members of the United 
States Committee attended the 9th General 





Assembly of the W.M.A. in Vienna. This 
privilege is available to members of nation- 
al supporting committees. 

The World Medical Association assists 
travelling physicians by providing them with 
introductions to colleagues in other coun- 
tries, by making speaking engagements for 
them abroad, by acquainting them with vis- 
iting foreign doctors, and, of course, by send- 
ing the World Medical Journal to members 
of all national supporting committees. 

In 1953, the W.M.A. sponsored the first 
World Conference on Medical Education, 
held in London. A second World Conference 
on Medical Education is planned for 1959, 
to be held in the United States. 

Two other World Medical Association ac- 
complishments bringing great credit to our 
profession and strengthening its solidarity 
throughout the world at the promulgation 
in 1948 of the Declaration of Geneva, com- 
prising a modern re-statement of the Hip- 
pocratic Oath, and the adoption in 1949 of 
an International Code of Medical Ethics. 

The activities of the W.M.A. in the field 
of social security are of interest to the 
American physicians, revealing boldly and 
unmistakably the physicians inherent need 
for freedom from third-party interference 
with the practice of medicine. 

On the International stage, the W.M.A. 
has endeavored to counter the efforts of the 
International Social Security Association 
and the International Labor Organization 
to promote state medicine under social se- 
curity programs. The W.M.A. has earned 
the respect of the International Labor Or- 
ganization for its defense of the interests 
of medicine against the International Labor 
Organization Convention for Medical Social- 
ization in 1952. 

The W.M.A. has engaged in efforts to 
protect medical research; to safeguard the 
National Pharmacopoeias and the rights of 
individuals discovering new drugs and 
agents to name them. 


Medicine's Contribution 
To World Peace 


Medicine is universally recognized as one 
of the great world-wide arts and sciences 
that bind humanity together with a language 
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and a purpose transcending all differences 
of race, creed or color. 


To make the language of medicine more 
articulate in the causes of internation, 
peace and human progress, the doctors 
the free world are united in the World Me: - 
ical Association, whose membership now en - 
braces 53 National Medical Associations. 


na — 


But it is never enough to establish gre: 
institutions. Only when individuals are give 
the opportunity to play an active part dos 
any human organization “come alive” an 
begin to realize its basic purposes. 

Every American doctor knows first han 
the vital role he may play in guiding an 
protecting his profession by becoming a 
active member of his county, state and na 
tional medical societies. 


Today, every American doctor has the op- 
portunity—and the imperative challenge— 
to help make our profession a stronger in- 
fluence for world peace. This he may do by 
joining our own United States Committee 
of the World Medical Association. 


Similar “supporting committees” have 
been organized in a number of other leading 
nations whose medical societies, like the 
A.M.A., are members of the W.M.A. 


In a timely action, W.M.A., at its 10th 
General Assembly in Havanna in October, 
adopted a six point program to implement 
one of its constitutional purposes: to pro- 
mote world peace. This program includes 
the development of mutual exchange visits 
of foreign doctors; exchanges of distin- 
guished medical teachers; establishment by 
each W.M.A. member national association of 
an “international visitor’s bureau;’ stimu- 
lation of visits by representatives of mem- 
ber associations; holiday exchange programs 
between doctors and their families; and ex- 
changes of text books and medical and scien- 
tific publications. 


To implement this program takes money 
—and interested members. YOU may play 
your part by joining the U.S. Committee of 
the W.M.A_ Active membership dues for 
1957 are $10. To join the U.S. Committee 
—and to learn how you can contribute to 
this great cause—communicate with Clinton 
Gallaher, M.D., Shawnee, Oklahoma. 
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Case Report: 


rticles 


HYDATIDIFORM MOLE 


A typical hydatidiform mole is derived 
mm a true pathologic ova in which the 
ibryo is either absent or very defective 
om the beginning, and in which, for rea- 
ns unknown, failed to abort at the usual 
ne. Hydatidiform degeneration of a path- 
ogic ova begins, in all probability, in the 
{ fth week of pregnancy, the time when 
tal circulation should begin. They are 
‘one to occur in the villi of pathologic ova 
cause the stroma is normally loose and 
1e chorionic epithelium is normally active. 
ivdatidiform degeneration is less apt to oc- 
ir in the non-pathologic ova because of a 
inctional fetal circulation and relatively 
dense stroma and relatively inactive chori- 
onic epithelium. Meyer, in his work on 
specimens, found one-third of the uterine 
abortions showed definite molar degenera- 
tion. He calculated 10 per cent of all con- 
ceptions end in hydatid degeneration, thus 
making the most common disease of the 
placenta and fetus during the early months 
of pregnancy. This condition has long been 
known and has been described early in history 
in the late Fifth and early Sixth century, but 
until 1827, it was described as coming from 
the chorion. The mortality in this condition 
has been high in the past—between 12 per 
cent and 60 per cent. In 1929, the A-Z test 
was first used, and since this time there 
has been a marked drop in the mortality 
rate between two per cent and 10 per cent. 
The following signs and symptoms are those 
which will help in an early diagnosis of hyda- 
tidiform moles in the obstetrical patient: 


1. Eighty per cent of the moles occur in 
the first half of pregnancy. 


2. Moles are more frequent in multi- 
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gravidas—40 per cent greater in the female 
past 40. 

3. Bleeding is the most constant symp- 
tom. 





4. Other toxic symptoms — excessive 
nausea and vomiting, and disproportionate 


pain and backache. 


5. Rapid growth of the uterus—exces- 
sive size. 


6. Hydropic villi in the vaginal discharge 
is diagnostic. 


7. Vaginal examination— 


a. Bilateral cysts of the ovaries—the ov- 
aries may reach extreme size and this 
enlargement is due to the excessive 
hormone production of the primary 
lesion. The enlargement is caused by 
the distention of the follicles with fluid 
and partial luteinization of both granu- 
losa cells and theca cells. Therefore, 
they are termed multiple theca-lutein 
cysts. ‘There is no need for their re- 
moval, since they revert to normal if 
the source of the abnormal hormone 
production can be completely removed. 


b. Fullness of the part of the whole lower 
uterine segment. 


c. Undue uterine enlargement. 


d. Absence of fetal heart tones or move- 
ment. 








. Absence of amniotic fluid. 


oO 


f. Excessive abnormal uterine bleeding. 


g. Hydropic villi in the vaginal discharge 
is diagnostic. 


8. The most important laboratory test is 
the A-Z test which shows an increasing posi- 
tive test as this condition progresses. 


Treatment in these cases and the manner 
of removal of the mole, requires an individ- 
ualization of each patient. The most im- 
portant part of the treatment is subsequent 
examinations of the patient, including tests 
for the urinary gonadotropin. It is by this 
means that one is able to definitely assure 
himself and the patient that there is no evi- 
dence of chorion epithelioma, which follows 
moles. 


The case to be reported is that of a 25 
year old multipara, who delivered normally, 
a child in 1952, and since that time has had 
a normal history until April 11, 1955. The 
last normal period that this patient had, was 
on this date. Nausea and vomiting and a 
general feeling of malaise and disability 
were present from the onset of this condi- 
tion. The patient came to the doctor for the 
first time on June 28, 1955. On that date, 
the examination of the patient showed that 
the uterus was the size of a three month 
pregnancy. The patient’s nausea was ex- 
treme and appeared to be toxic. Abdominal 
discomfort, particularly in the upper left 
quadrant, was present. The patient was 
given novogran daily for approximately one 
week without any relief of the nausea. Also, 
she received sedation during this period. 
The uterus showed marked increase in size, 
and the patient was hospitalized on July 14, 
1955. Urinalysis was taken on the 15th, 
18th and 19th of July, which showed a trace 
of albumin and rbe’s and whe’s running 
from one to 14 per high power field. There 
was a rare hyalin or epithelial cast. The 
blood count on the 15th of July was: hgb 
87 per cent, rbe’s 4,420,006, whbe’s 11,600, 
polys 65, lymphs 30, monocytes 1, eosino- 
philes 1, stabs 3. A blood NPN was taken 
which was 33 mgs per cent. On July 20, 
1955 a KUB reported a huge mass filling the 
pelvis and extending out of the pelvis to the 
level of L-2. This is higher on the right side 


4 


Figure 1. Opened uterus shows dilated uterine cav- 
ity filled with hemorrhagic placental-like tissue. The 
surface shows numerous minute cystic structures— 
weighs 804 grams. 





Figure 2. Specimen of ovary showing distention of 
the follicles with fluid—weighs 436 grams, measures 
15 x 9.5 x 6.0 cm. 





_~ 


Figure 3. Representative section shows hydatidi 
form degeneration of choronic villi. 
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than on the Ieft. No fetal structures are seen 
in this mass. A second large mass fills the 
lefi upper abdomen ard appears to be sep- 
arute from the spleen, but this is not defi- 
nite. The liver is not enlarged. Urogram 
shows good function from both kidneys. The 
ur ters are nearly blocked by the pelvic 
mss, so that there is a dilatation of the up- 
pe: ureters and calyces and pelvis. Barium 
E:.ema—Colon filled with no tumor and no 
di-placement. The stomach was pushed up- 
w rd by the mass but was not connected 
w th it. The spleen is also seen to be sep- 
a ate from the mass in the upper abdomen. 
An A-Z test reported 12 ce of urine, intra- 
vy nous several corpora hemorrhagica pres-- 
e t. 0.5 ce of urine, intravenous a few cor- 
p ra hemorrhagica present. Impression— 
} ole or a choriocarcinoma suspected. 

On July 26, 1955, the uterus was approxi- 
nately the size of a 22 week pregnancy, al- 
t: ough it had only been 14 weeks since the 
pitient had menstruated. The uterus was 
s mmetrically enlarged and movable. There 
vas a larger mass in the upper left quadrant 
which was also moveable and not tender. 

large needle was passed into the uterus 
through the midline of the abdomen and 
there was no fluid withdrawn, only a few 
drops of blood was obtained. It was the 
opinion of a consulting gynecologist that we 
were dealing with a hydatidiform mole. 

The patient was taken to surgery on July 
26, 1955, at which time a low midline ab- 
dominal incision was made and the abdomen, 
after it had been opened, revealed a large 
uterus that extended above the naval; both 
ovaries were extremely large. The ovary on 
the right, at the time of manual examina- 
tion, ruptured, and bleeding occurred in the 
cystic walls of this ovary, and it was de- 
cided that this ovary would be removed. 
Due to the extreme size of the uterus, and 
since this was a multipara, the judgment at 
the time of surgery was that the uterus 
should be removed. A total hysterectomy 
was done. The left ovary measured 6” by 3” 
in size, multi-cystic in structure. The right 
ovary, which was removed because of the 
bleeding, and the uterus, are shown in fig- 
ures one and two. There was no difficulty 
encountered in the surgery, and the patient 
made an uneventful recovery. She left the 
hospital on the 11th post-operative day, 
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having no complaints at the time of her dis- 
charge. The pathological report in this case 
was hydatidiform mole, apparently benign, 
multiple lutein cysts of the ovary. There 
was no evidence of malignancy in this case. 
The uterus weighed 804 grams. The patient 
has been followed since this time, and has 
been examined on several occasions—found 
to be completely free of any symptoms. A 
repreat of the Friedman test was made on 
February 6, 1956, and was reported as being 
negative. 


Summary 


1. It would be of some benefit for a 
gross examination of all abortus that one 
sees. 


2. Fifty per cent of.chorion epitheliomas 
follows moles, while one per cent to five per 
cent of all moles are followed by malignancy. 


3. Be alert for abnormal bleeding fol- 
lowing a normal or ectopic pregnancy—each 
precedes 25 per cent chorion epitheliomas. 


4. Treatment of hydatidiform moles is 
an individualization of each case. 


a 


5. The A-Z test is the most important 
diagnostic laboratory test, and equally im- 
portant to assure the absence of malignan- 
cies following removals of moles. 

6. Most consistently found with hydati- 
diform moles is excess bleeding, increased 
toxic symptoms, rapid growth of uterus, 
and presence of hydropic villi in vaginal 
discharge. 
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The Management of 


URETERAL CALCULI 


Urinary tract calculi give severe symp- 
toms because of obstruction to the flow of 
urine in the kidney, ureter, bladder or 
urethra. Ureteral calculi are not only the 
most often encountered but the symptoms 
they produce are the most dramatic, often 
terrifying. This report will concern ureteral 
calculi with their complications and the dif- 
ferent methods of removing them. It would 
be remiss not to at least mention that the pre- 
vention of calculus formation may be im- 
portant in the management, but practically, 
except for having a patient drink large 
volumes of water, there is little to offer. 
Salicylamide is the newest drug used to de- 
crease idiopathic stone formation and may 
be found useful. Calculi in association with 
hyperparathyroid disease, uric acid or cys- 
tine stones resulting from metabolic disturb- 
ances and calculi formed because of stasis 
and infection are preventable but they are 
by no means the common ones. 


Diagnosis 

The diagnosis of a ureteral calculus is 
usually suggested by terrific pain anywhere 
from the region of the costovertebral angle 
to the testicle or labia on the same side. On 
microscopic examination the urine often 
contains red cells, but may not. In the evalu- 
ation of 140 patients with ureteral calculi, 
microscopic blood was found in the urine 
in 50 per cent on the first examination. 
Twelve per cent had gross hematuria. Mic- 
roscopic blood will be found in most patients 
with ureteral calculi if several urine studies 
are made. Two patients had asymptomatic 
gross hematuria. 


Abdominal complaints brought 10 of these 
140 patients with ureteral calculi to the hos- 
pital. Three had appendectomies before the 
ureteral calculus was found. One patient 
was thought to have an acute abdomen and 
was explored. Two patients entered with 
the picture of intestinal obstruction, which 
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required a few days for clarification, and 
four others had such board-like rigidity of 
the abdomen on admission that an acute 
abdomen was seriously considered. 


When a ureteral stone is suspected, one 
injection of a narcotic will often seem to 
solve the problem when the pain does not 
recur. It pain persists or recurs and micro- 
scopic hematuria continues over two or three 
days an excretory urogram should be made. 


Problems 

One should be conservative in managing 
most patients with ureteral calculi because 
it is difficult to select those who will not 
pass those stones spontaneously, especially 
when the stones are .5 cm. or less in di- 
ameter. The patient should be under sur- 
veillance and have a repeat excretory uro- 
gram in about two weeks to warn of danger 
to the upper urinary tract. Three problems 
may arise which dictate the time for sur- 
gical intervention, either transurethral or 
open surgical. First: the patient may have 
uncontrollable pain for several days, making 
intervention mandatory. Usually, however, 
the first episode of pain is the most severe. 
Second: Infection which is difficult to con- 
trol may develop in the obstructed kidney. 
If the infection does not subside in two or 
three days the kidney requires better drain- 
age and surgical intervention will become 
necessary. The third problem is impaired 
renal function. How long a kidney may re- 
main non-functioning on an excretory uro- 
gram and not be permanently damaged is 
probably an individual variation, but in gen 
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eral over two weeks would be considered 
hazardous. Various degrees of hydrone- 
phrosis also indicate interference with func- 
tion. Whether the stones should be removed 
tr:nsurethrally or by open surgery is a mat- 
ter of personal judgment and experience. 


Transurethral Removal 


[fransurethral management is_ usually 
considered advisable when dealing with a 
culus .5 cm. in diameter or less which lies 
the lower third of the ureter, and in a 
tient who presents one or more of the 
oblems which warrant intervention. Vari- 
s types of stone extractors are available 
his author prefers one of the wire basket 
pes. Usually if a No. 5 ureteral catheter 
n be passed by the stone it will be possible 
get an extractor by. In case the stone 
nnot be extracted, intubating the ureter 
r 48 hours with a ureteral catheter will 
lieve the obstruction and occasionally the 
latation from the catheter will allow the 
one to pass after the catheter is removed. 
some cases it is impossible to get a cathe- 
r by the stone and occasionally a stone 
ay be pushed back into the kidney. Of the 
st 45 cases of ureteral stones in which re- 
oval was attempted transuerethrally 82 
‘recent were extracted. Only four patients 
‘equired open surgery and there were no 
ymplications of note. It is advisable to in- 
ibate the ureter for 48 hours following 
removal of a stone. 
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Open Surgical Removal 

Open surgical removal is usually advis- 
able with a calculus larger than .5 cm. in 
diameter which is lodged anywhere in the 
ureter, but is usually an elective procedure 
unless the patient presents one or more of 
the problems which justify intervention. 
The surgical approaches are discussed in any 
surgical text, but it seems worthwhile to 





emphasize the muscle splitting approach to 
ureteral stones in the region of the lower 
pole of the kidney. Through a short sub- 
costal incision the latissimus dorsi may be 
retracted posteriorly and the external and 
internal oblique muscles anteriorly, leaving 
the transverse abdominis fascia which can 
be split in line with the fibers. The stone 
can then be located in the ureter and re- 
moved without cutting a muscle. This ap- 
proach was utilized in 10 of the 34 patients 
in this series requiring open surgery. Many 
of these patients are able to leave the hos- 
pital in four or five days. 


Percentage of Utilization of the Methods 


In this series of 140 patients 24 per cent 
required open surgery, in 35 per cent the 
stones were extracted transurethrally, and 
42 per cent passed their stones spontaneous- 
ly. It must be emphasized that many pa- 
tients with ureteral calculi pass them soon, 
often with their first episode of pain, and do 
not come to the urologist. Many times the 
urologist is consulted over the phone or by 
having X-ray films sent to him in cases that 
do not require urologic surgery. This series 
does not include these cases, so it is thought 
that in the over-all stone problem those who 
pass their stones are well over 50 per cent 
of the total group. 


Summary and Conclusions 


Most ureteral stones pass spontaneously. 
Problems which arise in the management 
of a patient with a ureteral calculus are 
presented. Their evaluation helps decide the 
time for surgical intervention. The trans- 
urethral method is evaluated and with 
proper selection of cases is a valuable meth- 
od of removing ureteral calculi. Open sur- 
gery was found necessary in only 24 per 
cent of this series. 
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DISEASES of the ESOPHAGUS 


JOHN M. CAREY, M.D. and ALLEN E. GREER, M..), 


Within the past decade there has been 
considerable advance in our knowledge of 
the esophagus.' There has developed a bet- 
ter understanding of its disease processes 
and of their management. Surgery of the 
esophagus, in particular, has made tremend- 
ous gains so that now conditions which have 
been considered incurable or even beyond 
hope for palliation can be viewed with much 
greater optimism.” ?;* It is also true that 
some older techniques have gained renewed 
acceptance; others have given way to more 
effective ones. We submit this report with 
the hope that a review of current practices 
in treating diseases of the esophagus may 
be of some interest to practitioners in Okla- 
homa. 


Tracheoesophageal Fistula 

Esophageal atresia with tracheoesopha- 
geal fistula is the only important congenital 
anomaly of the esophagus. Its incidence is 
in excess of one in 3000 deliveries and an 
estimated ten to twelve cases are seen yearly 
in Oklahoma City. The condition should be 
promptly and easily recognized during the 
first attempts to give the infant water or 
nourishment. There is inability of the in- 
fant to swallow, cyanosis, and abundant 
frothy sputum which rolls out. The diag- 
nosis is verified by the interruption to trans- 
nasal passage of a soft rubber catheter. On 
occasion, the instillation of a few drops of 
brominal or lipiodol will help outline the 
proximal pouch. Barium should never be 
used because aspiration into the tracheo- 
bronchial tree is apt to occur and will cause 
marked irritation. 


Surgical correction of the anomalies pro- 
vides the only hope for survival. Contrain- 
dications to surgery are severe associated 
anomolies, chiefly of the gastrointestinal, 
genitourinary, or nervous systems, or the 
terminal state of the infant. The likelihood 
of success is decreased by prematurity, cy- 
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anosis, pneumonia, or excessive delay before 
surgery. However, we recently had an in- 
fant in whom the diagnosis was not made 
before the sixth neonatal day, who made a 
completely uneventful recovery following 
surgery. 


The first successful anatomical repair was 
reported by Haight and Towsley in 1943. 
Their method, with little change, has become 
the procedure of choice. A right thoracic 
approach is used with division of the azygos 
vein to allow visualization of the fistula as 
well as the atretic portion of the esophagus. 
After dividing the fistula close to the pos- 
terior tracheal wall, end-to-end anastomosis 
between the esophageal ends is performed. 
Fortunately, in the great majority of cases 
this may be carried out after adequate mo- 
bilization, particuarly of the upper esopha- 
geal pouch. The chest wall is closed in lay- 
ers after drainage of the posterior medias- 
tinum. Gastrostomy is not routinely per- 
formed but may be done in two or three 
days if there is concern over the anasto- 
mosis, if there is evidence of esophageal ob- 
struction, or if excessive leakage from the 
anastomosis occurs. A fastidious attention 
to postoperative details is required. The 
pharynx must be repeatedly aspirated to 
prevent the development of pneumonia. Ad- 
ministration of suitable antibiotics, mist in- 
halations, and the careful use of electrolytes 
are but a few of the major concerns in post- 
operative management. Acceptance of un- 
der-hydration is the essence of good treat- 
ment. Too often, despite all efforts, the in- 
fant will succumb and autopsy may fail to 
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reveal any good or sufficient cause. Sur- 
vival of an increasing number of infants 
wth this otherwise hopeless anomaly gives 
p-rhaps the most happy aspect to esophageal 
surgery within the past ten years.®*§® 


Esophageal Diverticula 


Diverticula of the esophagus occur in 
t ree major areas—the upper or pharyngo- 
e ophageal area, the mid esophagus, and the 
| wer esophagus or epiphrenic area. By far 
e most important and frequent is the first. 


Pharyngoesophageal diverticula are ac- 
ially posterior herniations of mucosa be- 
veen the inferior pharyngeal constrictor 
1d the cricopharyngeus muscles. They are 
sually present on the left side of the neck, 
it some 15 to 20 per cent appear on the 
ght. These diverticula have long been 
nown to cause difficulty in deglutition. At 
{mes patients are aware of food and fluid 
yontaneously appearing in the mouth or a 
urgling sensation in the neck when the sac 
npties. It is less well recognized that they 
1ay produce pulmonary changes due to noc- 
irnal spillover of the contents of the pouch 
ito the trachea. Bronchiectasis, lung ab- 
cess, and pneumonitis may complicate the 
rimary lesion. The diagnosis is made by a 
suspicion of the abnormality and obtaining 
an esophagram to outline the pouch. 


The late Frank Lahey® was the most volu- 
ble exponent of the two stage removal of 
these diverticula. The majority of surgeons, 
however, currently practice a one stage di- 
verticulectomy which is safe, effective, and 
certainly less trying and expensive to the 
patient than the two stage procedure.’® As 
in most fields of surgery it is important to 
do enough but not too much; the herniated 
mucosa must be completely removed, but the 
lumen of the esophagus must not be compro- 
mised by over energetic sacrifice of normal 
mucosa. This can be done by passing a large 
gastric tube before excising the pouch. 


Mid thoracic diverticula are of the trac- 
tion variety, secondary to inflammatory 
changes extrinsic to the esophageal wall. 
Because they are usually small and because 
their necks are broad and their fundi ele- 
vated allowing easy drainage, they are often 
asymptomatic and rarely require treatment. 
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Epiphrenic diverticula are not nearly as 
common as the pharyngoesophageal va- 
riety. Consequently, no one has had ade- 
quate experience to be dogmatic in their 
management. They may give rise to esopha- 
geal symptoms, predominantly disphagia or 
rumination, or cause secondary pulmonay 
problems by transadital aspiration of the 
retained food and secretions. There is no 
specific information as to the cause of these 
herniae (for that is their more exact defi- 
nition), but certainly an element of spasm 
or dystonia at the cardia may play a sig- 
nificant etiologic role. 


It is rather well agreed that all epiphrenic 
diverticula should be repaired.’ Once 
formed, they have a tendency to enlarge 
and with great size become increasingly dif- 
ficult to repair. Excision of all redundant 
herinated esophageal mucosa with an ana- 
tomical reconstruction of the circular and 
longitudinal muscle wall constitute the basic 
technical steps of the operation. A division 
of the circular muscle at the cardia (Heller 
procedure) may at times be helpful to com- 
bat the spasm which has been etiologic in 
the formation of the herina. The recommen- 
dation of DeBakey and Creech” to perform 
a lower esophagectomy with excision of the 
diverticulum and the cardia is probably un- 
wise except in unusual circumstances, be- 
cause of the great possibility for develop- 
ment of regurgitation and esophagitis post- 
operatively. 


Esophagitis 


Excluding the esophagitis produced by in- 
gestion of caustics, inflammation of the eso- 
phagus is the most common non-malignant 
condition. It may appear following protracted 
emesis, after nasogastric intubation, as a se- 
quel to diaphragmatic hiatus hernia, or after 
esophago-gastric anastomosis. Considerable 
attention has been focused on this condition in 
both British and American literature.’ ™ 
Probably in all instances, the pathogenesis 
is a regurgitation of gastric or enteric se- 
cretions to produce superficial erosion or 
deep ulceration of the vulnerable esophageal 
mucosa. 


Reflux esophagitis is a common sequel to 
surgical procedures which circumvent or de- 
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stroy the anatomical mechanism at the car- 
dia which normally allows only one-way 
passage from the esophagus to the stomach. 
At least one third and probably many more 
patients with an esophago-gastric anasta- 
mosis develop esophagitis. This may be 
troublesome and occasionally fatal. For can- 
cers of the esophagus, it is obviously impos- 
sible to avoid en bloc removal of the area 
when possible. For benign conditions of the 
lower esophagus, however, emphasis on pre- 
servation or restoration of the anatomic and 
physiologic integrity of the cardia is well 
taken.?" 


Esophageal Hiatus Hernia 


Although the primary defect in hiatus 
hernia is juxta-esophageal, the secondary 
changes and symptomatology are predomi- 
nantly esophageal. Epigastric distress, py- 
rosis, and eructation are common complaints 
of patients with hiatus hernia. This condi- 
tion has been called the masquerader of the 
upper abdomen with good cause.'*® Diseases 
of the gallbladder, duodenal ulcer or pan- 
creatitis, to list a few, may be simulated by 
a hiatus hernia. After years of emphasis 
on its frequency, hiatus hernia is now wide- 
ly and commonly recognized. 


Three types of hernia are accepted as oc- 
curring in this region.'® 2° 2!.22. The most 
common is a sliding type, the next para- 
esophageal or parahiatal, and finally the 
short esophageal form. The distinction be- 
tween these three is useful clinically as the 
parahiatal type seldom produces the esopha- 
gitis so common in the sliding type. The 
surgical repair also varies somewhat as to 
the type present. Furthermore, the short 
esophageal variety is the most difficult to 
repair and will give the poore:t surgical 
result. Unfortunately, it is not always pos- 
sible to distinguish between these forms 
preoperatively despite radiographic study 
and esophagoscopy. 


The origin of symptoms in patients who 
have hiatus hernia is not always clear. Why 
one patient with a large hernia may be 
asymptomatic, while another with a hernia 
of lesser size will have pain, dysphagia, or 
bleeding seems an enigma. Certainly the 
occurrence of gastric reflux and esophagitis, 
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provides only a partial answer. The patient 
with symptoms indeed may not have demon- 
strable esophagitis. A recent study by Ay]- 
win, utilizing analysis of nocturnal content 
of the hernia using tiny indwelling tubes, 
indicates that the production of pepsin froin 
local esophageal glands as well as gastr ec 
reflux may cause esophagitis. Variations in 
salivation (which inactivates the pepsin | 
raising the pH), and the relative competence 
of the cardia even with herniation will fu 
ther account for differences in the clinic: | 
picture. 


An appreciable number of patients wit 
hiatus hernia will have an unexplaine 
anemia. In most of these, esophagoscop 
and/or gastroscopy will fail to demonstrat 
the bleeding source in the esophagus o 
stomach. Yet these patients usually hav: 
relief of the anemia following repair of th 
hiatus hernia. 


The time has not arrived when all patients 
are referred for surgical correction. Incar- 
ceration and strangulation is a rare occur- 
rence and possibly supports a policy of con- 
servativism. Those individuals with sig- 
nificant symptoms, with evidence of esopha- 
gitis or bleeding, or in whom the hernia in- 
cludes a third or more of the stomach should 
have surgical correction. 


Anatomical repair, including removal of 
the redundant hernia sac, repair of the 
phreni-esophageal ligament, and reduction 
of the diaphragmatic muscular hiatus to a 
normal size are essentials to success. The 
many aspects of hiatus hernia are so im- 
portant that we feel a separate report should 
be submitted concerning them. 


Benign Strictures 

Most strictures of the esophagus appear 
as a sequel to esophagitis. True congenital 
strictures are uncommon even in infants. 
In the great majority of patients persistent 
dilatation, using the Plummer dilators, 
passed over a previously lodged string will 
suffice to relieve symptoms. Allison’ has 
recently suggested that the more refractory 
cases may be handled by extra-mucosal di- 
vision of the esophageal wall overlying the 
stricture. He has found that dense reaction 
in the muscular wall is uncommon and that 


Journal of the Oklahoma State Medical Association 




















surgical division is simple and effective. On 
occasion, sleeve resection of the dense local- 
izing strictures may also be useful. 
Strictures due to the ingestion of caustics 
are troublesome especially when they are 
extensive as so many of them are. If the 
reaction in the esophageal wall is not too 
extensive early and repeated dilatations 
frm the treatment of choice. Dilatation 
niay have to be carried out over the course 
o° many months or years and the patient is 
structed to return at any time there is 
evidence of impairment to the passage of 
od. If damage to the esophageal wall is 
all considerable, an esophageal resection 
usually performed.” 7° This often neces- 
tates a high esophageal resection. The 
ostoperative appearance of regurgitation 
nd esophagitis may complicate an other- 
ise successful repair. To further add to 
he difficulty of the physician, these patients 
re often uncooperative (post-Suicidal) and 
ven belligerent. 


Achalasia 


The basic defect in this condition is prob- 
ibly the loss of the myenteric plexus in the 
ower esophagus. Physiologically, 7" 7* there 
s a loss of coordinated, progressive contrac- 
tion of the esophageal muscle. The failure 
to initiate a primary peristaltic wave delays 
the opening of the door to the stomach. 
Pathological changes include elongation and 
hypertrophy of the esophageal musculature 
resulting in so-called megaesophagus. In 
about 10 per cent of patients, secondary pul- 
monary changes such as pneumonitis, ab- 
scess or bronchiectasis follow (transadital) 
aspiration of the contents of the esophagus.” 

Achalasia or cardiospasm is not difficult 
to diagnose. Obstruction to passage of food, 
vomiting or regurgitation, and occasionally 
actual pain on swallowing are the cardinal 
features. The anamnesis and barium fluoro- 
scopy are usually adequate for the diagnosis. 
Recent attention has been directed to the 
production of a tetanic contraction of the 
lower esophagus and of severe pain follow- 
ing administration of small doses of Mech- 
olyl in patients with achalasia.*° This has 
not been reproduced in normal individuals 
nor in patients with other forms of esopha- 
geal disease. 
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From the report of the experience at the 
Mayo Clinic,” hydrostatic dilatation of the 
tight cardia not simple dilatation, can often 
give prolonged relief. This method is not 
always easy to carry out and it is not en- 
tirely without distress or danger to the pa- 
tient. If a brief trial with this method 
proves ineffective, the treatment of over- 
whelming choice is the Heller procedure™ 
which is simple and effective. Esophago- 
cardio-myotomy preserves the anatomic 
mechanism at the cardia preventing gastric 
reflux and esophagitis... 7* We have been 
most gratified by our own operative results 
in the few cases in which it has been used. 


Spontaneous Perforation of the Esophagus 


Use of the term “spontaneous” has gained 
popularity. It is not a correct designation 
for this condition except to distinguish it 
from the rupture following mechanical di- 
latation of the esophagus or esophagoscopy. 
In nearly all instances, perforation of the 
esophagus is post-emetic (often during al- 
colholic debauch). The site of rupture of the 
esophageal wall is usually in the left post- 
erolateral wall a few centimeters above the 
cardia, but may extend into the stomach. 
The tear is usually linear but may include 
the entire circumference of the lower esoph- 
agus. 


This condition has become well recognized 
in the past few years. ** Unrelenting 
lower thoracic and upper abdominal pain, 
dysphagia, fever, pleural effustion (left, 
more often than right), and subcutaneous 
emphysema at the base of the neck form a 
fairly constant clinical picture. Spontaneous 
perforation of the esophagus should be con- 
sidered in the differential diagnosis of all 
lower thoracic and upper abdominal catas- 
trophies. 


Spontaneous healing of the perforation 
has been reported but is unusual and is often 
complicated by abscess formation, empyema, 
or the formation of a esophageal fistula. 
Over 100 cases have appeared within the 
past five years wherein prompt diagnosis, 
transthoracic closure of the esophageal rent 
and drainage of the pleural space has re- 
sulted in survival of many of the patients.* 
All practitioners should be aware of this 








condition because of the gratifying results 
following prompt diagnosis and surgical 
treatment. - 


Cancer of the Esophagus 


It has been stated that the history and 
treatment of diseases in the esophagus is 
full of tragedy. This is no less true in can- 
cer of the esophagus. Despite the ease of 
recognition of this condition and its prompt 
treatment, the great majority of patients 
succumb shortly to their disease.2 The ana- 
tomical location of the esophagus, especially 
in the upper thoracic and cervical areas 
where there is such close opposition to in- 
dispensable structures, defeats all attempt 
at any form of feasible en bloc resection.” 
Furthermore, cancers of the esophagus me- 
tastasize early and widely in the chest, to the 
cervical and sub-diaphragmatic lymphatic 
areas, and to the liver. However, the situa- 
tion is not hopeless particularly for lesions 
of the lower third. Taking the reports of in- 
stitutions with the most extensive experi- 
ence, 37:38. 3° esophagogastrectomy for lower 
third lesions will yield from 15 to 45 per 
cent five year survivals in those in whom 
resection is possible. Furthermore, the rela- 
tive ease of resecting lower third lesions 
with its lower operative mortality (7 to 
25 per cent) justifies palliative resection 
in selected cases. The life of such pa- 
tients seems definitely prolonged and on oc- 
casion, a palliative resection will result in 
long term survival. 


Because of the despair in salvaging a size- 
able percentage of patients with cancer of 
the esophagus alternative measures have 
been utilized. ** It is probable that more 
will continue to be exploited particularly for 
lesions in the upper half. For cancers of 
the cervical esophagus or the upper third of 
the thorax, intense radiation therapy has 
merit.** These cancers are more accessible 
to radiation; hence a larger dose may be ad- 
ministered. There appears to be prolonged 
survival in the patient with radiation over 
those who have not received it. Further- 
more, scattered reports of apparent cures or 
complete local regression following radiation 
have been recorded in the literature.” 


To overcome the problems inherent in 
esophageal obstruction in patients with in- 
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curable disease, various types of surgical by- 
passing have been performed such as 
esophagogastrostomy or esophago-jejunos- 
tomy,* It becomes a matter of surgical phil- 
osophy to decide whether or not to perform 
such extensive procedures for purely palli:- 
tive reasons. Local excision of the tumor by 
a sleeve resection of the esophagus and rv- 
placement with a plastic cylinder (Be:- 
man)** has had some success and suppor’. 
Intubation through the tumor mass by the 
means of a Mackler tube has been of con- 
siderable value in maintaining a passage- 
way for food in incurable cases. This meth- 
od is easier to perform and carries a lower 
risk to the patient than sleeve resection wit 

replacement by a plastic cylinder. Mackler‘* 
tubes may be placed within the tumor mas 

by esophagoscopy at the time of surger) 
when the incurability of the lesion has been 
determined. It may also be placed afte: 
dilatation of the tumor over a lodged string 
when exploration has not been considered 
advisable. Unfortunately, these tubes may) 
slip through the tumor so that some means 
of anchoring them is necessary. A string 
tied to the upper end of the tube and passed 
out through the nose has been the easiest 
method of achieving this in our experience. 


Esophageal Varices 


There are so many aspects regarding the 
problem of esophageal varices that a full 
sized monograph would be necessary as an 
introduction to the problem.** However, 
since bleeding esophageal varices is prob- 
ably the most urgent and spectacular of all 
conditions of the esophagus, some considera- 
tion must be accorded it here. 


Certainly the assurance that any particu- 
lar case of massive upper gastrointestinal 
bleeding is due to esophageal varices must 
be determined before effective treatment. 
The anamnesis, physical examination, and 
suitable liver function tests should usually 
make the diagnosis clear. Gentle esophagos- 
copy*’ may on occasions be indicated to sup- 
port the diagnosis. While there may be hon- 
est concern regarding the safety of such an 
examination in the presence of bleeding var- 
ices, it may be crucial to the diagnosis. In 
practice, the presence of esophagitis or a 
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constant welling up of blood from the stom- 
ach or lower esophagus may obscure visual- 
ization of the mucosa so that the endoscopist 
may still be in doubt as to the presence of 
varices. 


Most observers feel that the administra- 
tion of large volumes of blood and general 
s| pportive measures are inadequate to con- 
trol the massive bleeding in many patients. 
T» allow the patient to bleed continuously 
vould only deplete his reserves to the point 
t at any treatment would be difficult. 
I rompt control of the bleeding may be ini- 
t ated by the Sengstaken-Blakemore balloon 
t mponade.* Precautions in the use of this 
s’stem to avoid pharyngeal or esophageal 
viceration, and failure of the balloons to 
deflate, obstruction of the airway, or plain 
iitolerance by the patient are all to be ob- 
served. If there has been no reasonable 
control of the bleeding after 24 or 48 hours 
and before severe depletion of the patient, 
the procedure of recent popularity has be- 
come transesophageal ligation of the major 
varix systems. °! This is accomplished 
much in the manner of ligation of bleeding 
hemorrhoids. Following control of the acute 
phase of the bleeding and after allowance 
of several weeks for adequate preparation 
of the patient, some form of porta-caval 
anastomosis should be carried out. This may 
either be a spleno-renal shunt for the extra- 
hepatic forms of portal hypertension, or a 
porta-caval shunt for the intrahepatic forms. 
An operative approach which gives gener- 
ous exposure is the thoracoabdominal one 
through either the eighth or ninth inter- 
costal space. This is done on the right side 
for a portal caval shunt or on the left side 
for a splenorenal anastomosis. The various 
types of mediastinal packing, espoghageal, 
gastric or combined resection are mentioned 
only to indicate a lessening importance of 
these methods. Finally, it should be said 
that there is extreme difficulty in the evalu- 
ation of the effectiveness of any form of 
therapy in portal hypertension. There is 
such a varying clinical picture in patients 
encountered and the prognosis is so change- 
able under medical therapy alone, that to 
define the benefit of any form of surgical 
treatment is most difficult. 
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Summary 


1. Within the past decade there have 
been significant advances in understanding 
and surgical treatment of diseases of the 
esophagus. 


2. Esophageal atresia with tracheoeso- 
phageal fistula has always been a fatal an- 
omaly until surgical correction made pos- 
sible salvage of many infants. The condi- 
tion should easily be recognized and treat- 
ment promptly instituted. 


3. Esophageal diverticula should be con- 
sidered in all patients with dysphagia and 
rumination. Secondary pulmonary diseases 
due to aspiration are common complications. 
Surgical removal is easy and effective in 
competent hands. 


4. Esophagitis is due to peptic action on 
the vulnerable esophageal mucosa in most 
instances. A conservative approach to be- 
nign lesions at the cardia to prevent or cor- 
rect gastric reflux is emphasized. 


5. Benign strictures of the cardia are 
usually secondary to esophagitis and in most 
instances may be managed by dilatation. 
Extensive strictures due to ingestion of 
caustics are a surgical problem and a vex- 
ing one. 


6. Achalasia is a “physiological” disease 
of the esophagus due to a disordered motor 
mechanism. Hydrostatic rupture of the 
“sphincter” at the cardia is often helpful in 
treatment but there is growing confidence 
in the more exact surgical esophagocardio- 
myotomy. 


— , 


7. “Spontaneous” perforation of the eso- 
phagus is a post-emetic rupture. The phys- 
ical findings are marked and the condition 
should be considered in any upper abdominal 
and lower thoracic catastrophe. Prompt sur- 
gical closure of the rent and closed drainage 
of the area will produce many survivors 
from a highly lethal condition. 


8. Cancer of the esophagus still presents 
a dismal picture for survival especially when 
it occurs in the upper two thirds of the or- 
gan. Palliative procedures, including radia- 
tion therapy and intubation of the tumor to 
allow passage of food are the mainstays of 
present therapy. For cancer of the lower 
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third and cardia surgic:.| resection still has 
considerable to ou! fer in hope for cure and 
palliation. 


9. Bleeding esophageal varices present 
a dramatic situation calling for prompt di- 
agnosis and treatment. Balloon tamponade 
or ligation of the bleeding varices are the 
best additional methods of control to the 
usual medical program. Some form of por- 
tacaval shunt is often required following the 
acute phase of bleeding. 
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PRESIDENT’S LETTER 


The Yuletide Season has passed, another New Year has been greeted, and if we believe 
in Santa Claus, it’s because he was made so real in our childhood by “A Visit from St. 
Nicholas” and not because of the reading of the mail in the office or listening to the 
“gripes and groans” of the profession! 


One may predict with considerable confidence the reception this New Year will 
receive. There will be those who will express disappointments because it will provide 
no “answers” or “formulas” for quick “solution’”—and this will be true. Great moral 
issues carry their own built-in solutions. These may be delayed, sometimes indefinitely, 
by resistance born of fear, misunderstanding, custom, tradition, greed, meanness, honest 
conviction and organized force. There can be no mathematical formula for solving moral 
problems. The solution comes about soon, or late, depending upon how many persons will 
labor and will stand up and be counted when moral issues are at stake. A Univac ma- 
chine is of no value in interpreting any code of ethics (the old one is being re-written). 
If one question, “What is good for the patient,” is honestly answered, we will have few 
worries. 


All ages have been disturbed; this one is no exception. We are confused, bewildered, 
afraid of our own forces, in search not merely of a road but even of its direction. There 
are many voices of counsel but few voices of vision; there is much excitement and fever- 
ish activity, but little concert of thoughtful purpose. We are distressed by our own un- 
governed, undirected energies and do many things—but nothing for long. 


Why do we constantly deal in petty affairs? Why is our malpractice incidence so 
high? Why do we constantly allow ourselves to be divided, as we were when we nego- 
tiated the Medicare Contract? Would such a personage as John L. Lewis allow the gov- 
ernment to deal separately with each “local”? Why are we frequently taken to task by 
organizations who are not interested in good medicine, but in petty politics? Why are 
County Societies unable to solve their own problems? 

It is our duty to find ourselves. It is our privilege to be calm and know that truth 
has not changed, that old wisdom is more to be desired than any new nostrum, that we 
must neither run with the crowd nor deride it, but seek sober counsel for it and for our- 
selves. 


At times I feel that the “women” out-number the men in this Association. 





S507 Jeo, Ere 2 B. 


President 
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The SCHOOL of MEDICINE 


During the years since World War II, 
many of us as practicing physicians have 
been concerned both over the increasing cost 
of medical education and over the quality 
of medical education given to the young men 
who are each year joining us in the practice 
of medicine. The administration of the Uni- 
versity of Oklahoma and of the School of 
Medicine have cooperated in an effort to 
inquire not only into the over-all administra- 
tion of the medical school but into the de- 
tails of the functions of the various depart- 
ments. The department chairmen and mem- 
bers of various departments have spent 
many hours reviewing the problems which 
they have encountered and the possible so- 
lution to those problems. 


In order that the members of the State 
Medical Association might all share in the 
information so obtained, the school admin- 
istration and the editors of the Journal of 
the Oklahoma State Medical Association 
have agreed to the publication of a series 
of articles during the next few months. 


The budget of the Medical School has in- 
creased with each biennium. Careful inves- 
tigation of the individual departments of 
the medical school, however, indicates that 
these increases have not kept pace with the 
basic needs. Several factors enter into this. 
The medical school classes have increased 
from the admission of 60 freshmen each 
year to 100 at the present time. During the 
same period, there has been a marked in- 
crease in the number of graduate students 
in each of the medical sciences. At the same 
time an excellent postgraduate program for 
practicing physicians has been developed 
through the cooperation of many depart- 
ments within the medical school. There is 
an increasing need for expansion of the 
teaching program for technologists in many 
fields including Clinical Pathology, Radi- 
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JOHN W. DeVORE, M.)J). 


THE AUTHOR 


This is the first of a series of articles pre- 
pared by the University of Oklahoma School 
of Medicine. 

John W. DeVore, M.D., Instructor in the 
Department of Medicine at the University of 
Oklahoma School of Medicine. In the prep.- 
ration of this paper Doctor DeVore had the 
encouragement and cooperation of the Faculty 
Board which is made up of the Department 
Heads of the School of Medicine. 


ology and Physical Medicine. The need for 
expansion of both undergraduate teaching 
for nurses is an acute problem illustrated 
by the shortage of qualified personnel in 
many hospitals in the State. The teaching 
of all such professional and technical per- 
sonnel requires the cooperation and time of 
many individuals from many departments 
throughout the Medical Center. The teach- 
ing load has, therefore, increased out of pro- 
portion to the actual increase in number of 
students. 


This increase has been made even greater 
by the rapid progress of technical knowledge 
in the various fields of medicine. 


As the teaching load has increased in the 
clinical years, the part-time clinical faculty 
has been unable to meet all of the demands 
so that it has become necessary and advis- 
able to secure full time men to form the 
hub of some of the major clinical depart- 
ments. The requirements of the expanding 
clinical faculty has, in part, been met by 
the rapidly increasing available support from 
private agencies, such as the American Can- 
cer Society, the Oklahoma Heart Association 
and others. 


The increasing demand for support of the 
clinical departments has increased even 
more the problems of the Basic Science De- 
partments. As a result, many valuable fac- 
ulty members have been lost to other insti- 
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tutions where their teaching and research 
activities could be adequately supported. 
The increasing teaching load has therefore 
been borne by fewer individuals. 


A careful comparison of the situation in 
our medical school and in those in surround- 
ig states and in other areas of the country 
indicates that the salaries paid to members 
ci the staff of the School of Medicine aver- 
aves $1,000 to $2,000 less per year than 

miparable positions elsewhere. Among 

her departments, the differential is as 
uch as $5,000. 


In addition to the fact that the salaries 
re lower than for comparable positions else- 
here, the teaching load is so much greater 
hat the inducement of time for research is 
lso missing. It is, therefore, obvious that 
1 order to fill the positions now open, as 
vell as to provide the much needed person- 
el, an upward revision of the budget both 
s to individual salaries and the number of 
1en on the professional staffs of the various 
epartments must be effected. In reviewing 
he situation, it would seem to be essential 
hat the allocation of state funds for basic 
versonnel must be increased. Such an in- 
rease would result in greater than the ac- 
tual dollar value of the basic increase from 
the state, since competent research men 
would bring with them the potential of re- 
search grants from a variety of public and 
private sources. 


Having generalized on the problems en- 
countered, we will hereafter attempt a more 
specific analysis of specific departments. 
Since the problem is the most acute in the 
Department of Pathology at the present 
time, we will discuss its needs first. 


Doctor Howard C. Hopps, the Chairman 
of the Department of Pathology, has accept- 
ed a similar position at the University of 
Texas, in Galveston. A second member of 
the department, working in clinical path- 
ology, has accepted a position in clinical 
pathology in another city. The reports of 
Doctor Hopps as chairman of the depart- 
ment, and of the Advisory Committee on 
Clinical Laboratories at the University Hos- 
pitals, are combined to present the complex 
problem which will face the new department 
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chairman when appointed. The Advisory 
Committee was composed of members of the 
Staff of the School of Medicine and of the 
leading pathologists in Oklahoma City. 


The Department of Pathology has three 
primary functions: teaching, service in the 
hospital, and research. The medical student 
begins in the second year and carries on 
through the senior year. In addition, there 
are graduate students working for Master 
of Science and Doctor of Philosophy degrees. 
The department has been developing an ex- 
cellent postgraduate program, giving spec- 
ialty training in pathology at the resident 
or fellowship level and participating in post- 
graduate programs for doctors in practice 
throughout the State. In addition, members 
of the staff participate-in the technical train- 
ing of laboratory technologists, nurses, and 
physiotherapists. 


The program of the Department of Path- 
ology is broader than most of the pre-clinical 
departments in that it also encompasses 
service, or clinical, functions. The chairman 
of the department is responsible for direc- 
tion of the Clinical Pathology and Surgical 
Pathology Services of the hospital and the 
Autopsy Service for the hospital and fre- 
quently for the State. 


A valiant effort has been made to develop 
research which serves two functions. First, 
in order to interest and train undergraduate 
medical students, graduate students, resi- 
dents and fellows in research techniques, the 
staff has developed a program of research 
which permits such students to participate. 
In this manner, competent students and 
graduates are being interested in a career 
of teaching and research. A second, more 
technical, research program is pointed pri- 
marily toward the staff in an effort to ob- 
tain and hold the best possible staff within 
the department. 


All of these functions, which have been 
outlined by Doctor Hopps, have been ful- 
filled remarkably well under difficult cir- 
cumstances. A comparison of the budgetary 
and personnel records of the department 
with other departments in nearby medical 
centers confirms without question the inad- 
equacies within the department pointed out 
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by Doctor Hopps. First, he has indicated 
that there are inadequate numbers of per- 
sonnel. The professional staff has not been 
increased in proportion to the increase in 
teaching and service duties. The technical 
staff is so inadequate that relatively unedu- 
cated individuals have to be trained in high- 
ly technical procedures in order to maintain 
the program of the department. Second, 
professional personnel have inadequate time 
to prepare lectures, supervise laboratories 
and carry on other required duties. This is 
is the inevitable result of the inadequate 
numbers. In spite of the need for additional 
teachers, every person of professional rank 
in the Department of Pathology finds it 
necessary to indulge in consultative prac- 
tice in order to supplement the inadequate 
salary received. If adequate salaries could 
be paid, the consultation work could be 
abolished with immediate improvement in 
the quality of the departmental functions 
and a great increase in the quality and quan- 
tity of research. Third, when positions have 
opened up within the department, it has been 
difficult to attract men of high quality to 
fill the vacancies. Since more adequate sal- 
aries and more time for personal research 
are available in other medical centers, the 
best men are not available to us in Okla- 
homa. Fourth, a sufficient quantity and 
quality of equipment and supplies to carry 
out the functions of the department is not 
available because of the lack of adequate 
funds. 


Doctor Hopps has, therefore, recommend- 
ed that there be an increase in the budget 
of the department within the medical school 
of 25 per cent for the next biennium. After 
a careful evaluation of his revort, we feel 
that such an increase would be minimal and 
would be adequate only to correct gross in- 
equities in the salaries of the present pro- 
fessional staff and in the number of techni- 
cal assistants available to the department. 


The report of the Laboratory Advisory 
Committee outlined the gross inadequacy of 
the budget allocated to the Clinical Pathology 
Department of the University Hospital. 
With Doctor Floyd Keller as chairman of 
the committee, a detailed analysis was made 
of the work load in the central] laboratories, 





both as to theoretical gross income and as to 
the number of tests performed by each tech- 
nologist. 


The committee consulted with specialists 
concerning the work which might be expect- 
ed from each technologist. The report of the 
committee was presented in greater detail 
than can be published here. One portion of 
the report should be repeated verbatim hoy 
ever: 


“Initially the committee was startled by 
the magnitude of the increases in personne] 
and budget which became apparent it would 
have to recommend. The service functions 
performed by the Central Laboratories dur- 
ing 1954, was analyzed in detail. Regardless 
of how one analyzes these data (e.g., theo- 
retical gross income from tests performed, 
number of technicians needed to meet cal- 
culated annual gross income, minimum space 
recommended for community hospitals with 
similar bed capacity), the recommendations 
of the committee as to personnel, space and 
budget are all minimal. It should be stressed 
that these recommendations are strictly in 
keeping with laboratory operational costs at 
our own local community level. The expan- 
sion is needed to handle adequately current 
service load and is in no way padded by items 
which might be considered to be of teach- 
ing or research luxuries.” 


It should be noted that although there has 
been a minimal increase in the budget of the 
department since the report of the commit- 
tee, the number of tests performed by the 
department has increased in greater propor- 
tion. The committee recommended re-organ- 
ization of some aspects of the laboratory. 
This reorganization has been carried out as 
rapidly as possible under the present cir- 
cumstances. 


An example of the inadequacy of the 
budget at the time of the committee report 
was the fact that the number of technicians 
available were less than one-half those 
recommended to carry out the basic func- 
tions of the department. Each section of the 
Clinical Laboratories was considered in this 
estimate. To quote only the report on two 
of the sections, the committee found that in 
the Blood Bank only 4.4 minutes were avail- 
able for each examination. The time was 
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considered to be grossly insufficient to ex- 
ercise the usual safeguards against trans- 
fusion reactions. In Bacteriology, with an 
average time allotment of 18 minutes per 
examination, the laboratories were unable 
ti meet even the minimal desires of inspect- 
ors representing the American College of 
Surgeons. This deficiency resulted in con- 
stant criticism of the laboratories by all 
cinical departments. 


As mentioned previously, the gross inad- 
juacies of the laboratory have in part been 
corrected, but at the same time the work 
sad has increased. As physicians, we all 
ecognize the rapid strides which are being 
1ade in the diagnosis and in the determina- 
on of the best therapeutic agents for indi- 
idual patients through laboratory facili- 
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The Tulsa 


ties. If technologists and medical students 
are to be properly trained in such tech- 
niques, then the support of the laboratory 
facilities of the University Hospitals must 
be adequate to produce the best facilities in 
the State. 


The report of the Laboratory Advisory 
Committee and of Doctor Hopps makes it 
quite clear that the status of the Department 
of Pathology which is basic in teaching, in 
research and in service must be brought to 
the attention of the State Legislators and 
the Regents for Higher Education. Physi- 
cians throughout the State can be a great 
help in this and surely, knowing the facts, 
the Legislature and the Regents could not 
settle for less than the best let alone com- 
plete inadequacy. 


MATERNITY HOME and HOSPITAL 


The Tulsa Maternity Home and Hospital, 
7802 West 7th Street, was opened in Septem- 
ber 1928. Located on a five-acre tract do- 
nated for the purpose by the Charles Page 
Foundation and built out of Salvation Army 
funds, according to specifications, the home, 
with its surrounding woodlands, beautifully 
kept gardens and walks, gives the impres- 
sion of a spacious, dignified home rather 
than an institution. “Over 4,000 unfortun- 
ate mothers have found here—understand- 
ing and help at the most crucial time of 
their lives,” reads the legend in a brochure 
of a few years ago. 


The primary purpose as defined by Capt. 
Stephenson, superintendent, is to provide 
the best possible medical care and security 
for the young girl who is having a baby out 
of wedlock. 


Most of the patients are teen-agers, girls 
between 16 and 19, but there have been girls 
younger than this average and there have 
been some older, the oldest on record in 
Tulsa having been 27. 
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The home is recognized and accredited. 
It is a member of the American Hospital 
Association, the State Hospital Association 
and the Protestant Hospital Association. It 
was recently made a beneficiary of the Ford 
Foundation, all of which bespeaks the high 
caliber of its medical program in its own 
right without the added recognition the 
world has learned attaches to any of the 
diversified services of the Salvation Army. 


Col. W. W. Bouterse, commander of the 
Oklahoma division, Salvation Army, stresses 
the fact that the Tulsa Home and Hospital 
is a protective service for any girl in any 
county in Oklahoma in need of such service, 
from the most remote rural sections to the 
towns and cities of the state. 


“Never has a girl been turned away for 
lack of funds to pay even a small percent- 
age of her way,” says Col. Bouterse. “We 
try to get the girls to pay a fee and to pay 
her board on a weekly or monthly basis more 
because it helps her retain her personal dig- 
nity and self-respect than for the money in- 
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The Salvation Army Maternity Home and Hospital, located six miles from downtown Tulsa, on a beautiful 
five-acre tract of land donated for its purpose by Charles Page, has been serving every County of the State 


of Oklahoma for nearly 30 years. 


volved. But any physician or hospital ex- 
ecutive knows and any homemaker operat- 
ing on a budget realizes the fees asked are 
but a drop in the bucket on our overhead 
expense and maintenance cost. But again I 
want to emphasize we have never turned 
away a girl—and we never will—for want 
of money.” 


How then is the Tulsa Home and Hospital 
supported, Col. Bouterse was asked. Pres- 
ently, the United Fund of Tulsa carries 60 
per cent of the financial load, the remain- 
ing 40 per cent being provided out of funds 
raised by Salvation Army Service Units in 
communities throughout the state. 


Plans are under way to add a $350,000 
wing to the hospital, Col. Bouterse an- 
nounced. “This is not to give us a greater 
capacity but to give us greater efficiency 
with an up-to-the-minute hospital wing with 
modern equipment for our nursery, hospital 
ward, delivery room and diet kitchen,” he 
pointed out. 


The $350,000 will be allocated for this 
service out of a $1 million overall building 
campaign to be launched in Tulsa, probably 
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in February, Col. Bouterse said. The wing 
will be built within the year. 

The Tulsa Salvation Army Maternity 
Home and Hospital is served by 35 Tulsa 
physicians, with Doctor E. O. Johnson as 
chief of staff. Physicians rotate their serv- 
ices and serve without fees. They are the 
same physicians who daily are taking their 
full-pay patients into Hillcrest or St. John’s 
hospitals, Doctor Johnson points out, adding 
“we’re constantly on the lookout for prom- 
ising young interns or residents to add to 
our staff not only for the experience but be- 
cause it is a part of their duty as Tulsa 
citizens to be indoctrinated into this splen- 
did service.” 

On the staff are 16 obstetricians, two 
pediatricians and 17 consultants, among 
them Tulsa’s leading specialists, eye, ear, 
nose and throat men, cardiac specialists, 
psychiatrists and all the rest of the special- 
ties. X-ray technicians, dentists and psy- 
chologists are also available. 

Deliveries are made at the hospital except 
where surgery, including cesarotomy, is 
needed. For such cases the patient is taken 
into one of the two leading Tulsa hospitals. 
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The type of care the girl receives is best 
enitomized in letters coming back to the 
me from former patients who have gone 
rth into a new life, married and are start- 
g families. Many a letter is received from 
1 | parts of the state and from other states 

ying in effect, “I wish I could be sure of 

tting as good care with this baby as I got 
hen I was in your hospital.” 


1m + oe 


- 


The medical program which will be sent 
any physician interested enough to request 
is given in complete detail, which can only 
‘ summarized here. The Intake Policy, of 
terest to every city physician, family doc- 
r or country practitioner who may many 
nes in his years of practice be the recipi- 
t of the unwed expectant mother’s confi- 
nee reads in part: “The Salvation Army 
ome and Hospital exists for the exclusive 
irpose of providing security and the best 
sssible medical care . . . together with a 
\-arm understanding of the emotional crises 
hich the patient is facing. This enables us 
to afford her (the patient) every opportun- 
y, while in a Christian environment, to 
ind a new way of life and face the future 
vith courage and strength. 


SS Oe > me mm -— 


“The point of intake is probably the most 
ritical moment of establishing the proper 
elationship between the hospital and the 
inmarried mother. The girl is then full of 
questions pertaining to her physical and 
emotional well-being, illegitimate pregnancy 
with all the secrecy and fear with which so- 
ciety has surrounded it, is a major emo- 
tional shock and one from which the mother 
seldom recovers without some emotional 
scars.” 

Well-developed case work at intake is 
considered by Salvation Army homes every- 
where to be of paramount importance. In 
Tulsa, the initial interview is not in the cold, 
official business-office atmosphere but in a 
pleasant home setting where the frightened 
girl is put at ease and led to talk as to a 
friend to whom she is moved to give her 
confidence. Tensions are released; tears 
come and the sorry story along with them 
and the girl is better able mentally and 
spiritually to face the ordeal ahead. 


This is not to intimate she is under any 
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illusion she is on a holiday from her job or 
school room. None knows better than she 
that she has a struggle ahead for herself 
and for her unborn child whether she wants 
the child or does not (which is usually the 
case) but she is never pricked and prodded 
and reminded of her situation but is given 
every help in meeting it with her chin up. 


Of course there are business items to go 
into. The Home wants girls to come in not 
later than the seventh month of pregnancy 
but many prefer to come in the fourth or 
fifth month or as soon as their condition 
becomes obvious and embarrassing at home, 
in school or on the job. Finances must be 
discussed. “When possible we ask the girl 
or her family to pay a fee of $150 plus her 
board on a weekly or monthly basis,” Col. 
Bouterse points out, again emphasizing, “we 
have never kept a girl out for want of 
money.” Also payment may be made “on 
easy terms,” even extending over until the 
girl is back to work and earning her way. 


Most of the girls coming to the home are 
referred by the family doctor or some 
strange physician whom she may consult 
when she suspects her condition. She may 
in desperation tell her troubles to her min- 
ister or a Salvation Army worker, to a close 
friend, a teacher or employer. Or the family 
may find out about it and bring her to the 
home. Indeed, she may come of her own 
volition, having read or heard of this service 
of the Salvation Army. 


Any reputable citizen may refer any Okla- 
homa girl who needs service, and, although 
an Oklahoma institution, girls from other 
states are often accepted, Col. Bouterse says. 
“By the same token, some of our Oklahoma 
girls who come to us later for advice prefer 
to go to out-of-state maternity homes for 
their waiting period and delivery, and we 
try to be equally understanding with girls 
from neighboring states,” he says. 


The girl signs the routine application 
form, including information on age, nation- 
ality, relation, education, etc., and if her 
parents know of her condition, she gives 
their names and address. She also states by 
whom she has been referred. She is given a 
complete physical and the following reports 
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are required for admission: blood type; RH 
factor; hemoglobin; Wasserman and smear. 


The Tulsa Home and Hospital is a 25-bed 
institution, with 19 home beds and six hos- 
pital beds plus the isolation ward and nur- 
sery now equipped with modern receiving 
beds and soon to be equipped with the last 
word in bassinets and nursery furnishings. 
The Tulsa Woman’s Auxiliary has already 
installed attractive new home beds and is 
refurbishing the rest of the home as its 
major project. 


The present staff consists of eight, four 
of whom are Salvation Army officers. The 
staff is headed by Capt. Stephenson, super- 
intendent, and the present personnel in- 
cludes Maj. June Wilkerson, house mother, 
Capt. Bernetti Willerton, R.N., the profes- 
sional assistant to the medical staff, Lt. 
Josephine Baker, nursery officer, Miss Betty 
Mahaffey, secretary-bookkeeper, Mrs. 
Frankie Hall, laundress, Mrs. Ruby Lee, 
cook, and Miss Evlean Bryce who is on night 
duty. 


Regardless of previous medical examina- 
tions, every girl admitted is given complete 
pre-natal examination by the physician who 
will attend her. Such examinations adhere 
to the standards accepted by the American 
Medical Association. 


The post-partum care is determined by 
the attending physician, but the girl usually 
remains several weeks or until she is physi- 
cally, mentally and emotionally ready to 
resume her place in society, fortified by the 
spiritual uplift which is absorbed naturally 
and inevitably from several months in this 
Christian home environment and not inject- 
ed forcibly against the patient’s will. 


Procedures incorporated in the best post- 
partum care are strictly adhered to under 
supervision of the Registered Nurse. 


Concern for the welfare of the newborn 
child is a paramount consideration. The 
patient may discuss plans for the adoption 
of her baby when she is admitted but she 
is urged to take ample time to think this 
part of her problem through and is assured 
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the Salvation Army does not wish to dictate 
or influence but to help her in whatever 
plan she decides upon. The Tulsa Home anid 
Hospital has the services of both public and 
private (licensed) placement agencies, and 
will discuss adoptions only through such 
recognized and accredited agencies. 


The social program in the home includes 
crafts and hygiene classes, Bible, planned 
recreation and free time for shoppinzg, 
movies, etc. The home has a good library 
service, TV and radios. There are only such 
house rules as are essential for peaceful liv- 
ing together as a family unit. Each girl 
must attend morning and evening devotion- 
als which consist of Scripture reading and 
prayer adaptable to any faith—or no faith. 
And this fits all cases, since patients present 
Jewish, Catholic, Protestant or non-religious 
backgrounds. Sunday services, non-denomi- 
national, as are all Salvation Army religious 
services, are conducted by the staff officers, 
with an occasional special service by a vis- 
iting Salvation Army officer, guest minister 
or lecturer. 


With the Tulsa Maternity Home and Hos- 
pital as a basis, a pilot study is now being 
made by the Salvation Army to set up a 
better bookkeeping and auditing system, 
separating the maintenance and operation 
costs of the home from those of the hospital. 
In this way it is hoped to establish soon a 
better standardized per capita estimate, 
both on living costs and patient-care. Such 
a study has never been made, Col. Bouterse 


says. 


The Tulsa home is open to visitors, both 
those coming to visit the girls personally 
and citizens interested in the service to un- 
wed expectant mothers. Oklahoma physi- 
cians have a special invitation to visit the 
home and hospital and are urged to write 
for the detailed medical program. The Tul- 
sa Maternity Home and Hospital is confi- 
dent that after such a visit and studv of 
both the medical and social programs, they 
will be happy to know where they can send 
this type of patient and be assured she will 
have protection and the best of physical, 
emotional and spiritual care, plus an “easy- 
to-take” rehabilitation service. 
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DIAGNOSTIC AID 


Reduced Hypermotility with Pro-Banthine* 


Improves Visualization 





Posterior-anterior film: definite hyperper- 
istalsis with poor duodenal visualization.* 


The same anticholinergic action which 
has made Pro-Banthine (brand of pro- 
pantheline bromide) the outstanding 
therapeutic agent in peptic ulcer has also 
proved valuable in diagnosis. 

By controlling the hypermotility, Pro- 
Banthine may permit delineation of a 
lesion otherwise not clearly visualized. 

The technic is simple: If the first set 
of films shows hypermotility but no filling 
defect is demonstrable, reexamination is 





Posterior-anterior film after 15 mg. of Pro- 
Banthine intramuscularly: chronic duode- 
nal ulceration clearly disclosed. 


done a few minutes after intramuscular 
injection of 15 mg. or a half hour after 
oral administration of 30 mg. of Pro- 
Banthine. 

This procedure has the additional ad- 
vantage of demonstrating the patient's 
response to a given dosage of the drug. 

G. D. Searle & Co., Chicago 80, Illinois, 
Research in the Service of Medicine. 


*Roentgenograms courtesy of I. Richard Schwartz, M.D., 
Kings County Gastrointestinal Clinic, Brooklyn, N.Y. 
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What Shey re Saying 


The Community: 


The NEW MENTAL HEALTH FRONTIER 


MIKE GORMAN, Executive Director, National Mental Health Committe». 


Governor Leader, Secretary Shapiro, 
Workshop delegates: 


The fact that we are assembled here this 
morning to talk about community action in 
the field of mental health is dramatic evi- 
dence of the tremendous progress we have 
made over the past decade. 


In 1945, when I started touring the state 
mental hospitals of this country as a news- 
paper reporter, the major job was bringing 
an awareness of the deplorable conditions in 
these hospitals to the attention of the aver- 
age citizen. There was a tremendous wall 
between the state mental hospital system 
and the citizens in the community, and our 
early efforts were dedicated to removing 
this wall and convincing the people that 
these hospitalized patients were deserving 
of their deep and abiding consideration. 


As you well know here in Pennsylvania, 
mental patients in state hospitals are no 
longer considered beyond the pale of concern 
of the citizens of this democracy. Major 
credit for this great awakening must go to 
the press and the Governors of the 48 States. 
You in Pennsylvania have reason to be 
very proud of your Governor, your Secre- 
tary of Welfare, your legislature and your 
newspapers for the job they have done over 
the past few years in bringing home to the 
public the need for a dynamic program to 
convert these mental hospitals from tene- 
ments of despair to modern therapeutic 
facilities. 


From the time of the establishment of the 
first state mental hospital in Williamsburg, 
Virginia, in 1773 up until very recently, we 
were still living in what I have often referred 
to as “The Age of Banishment.” This age is 
coming rapidly to a close and I think it is 
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THE AUTHOR 


A former Oklahoma City resident, Mike 
Gorman, worked as a reporter on both the 
Oklahoma City Times and the Daily Okla- 
homan from 1945 to 1949. During that time he 
became the first newspaperman to receive 
the Lasker Award in Mental Hygiene. 

He was cited for his outstanding contribu- 
tions toward the advancement of mental 
health, for exposes of certain Oklahoma men- 
tal institutions and for stimulating a grass- 
roots citizen reform movement which resulted 
in improved hospital conditions in Oklahoma 

Mr. Gorman was born in New York City 
and received a masters degree from New York 
University. One of the several books he has 
written, ‘“‘Oklahoma Attacks its Snakepit,’’ was 
condensed for Readers Digest. 

This is a speech made to The Bulletin Civic 
Service Committee, Workshop on Mental 
Health October 15, 1956, Drake Hotel, Phila- 
delphia, Pennsylvania. 


fair to state that we are on the threshold 
of a great new era—the treatment of mental 
illness in the heart of the community. As 
we have over the past several decades built 
a magnificent hospital and medical care sys- 
tem for the treatment of physical ills with- 
in the confines of our community, so shall 
we in the next several decades do the same 
for mental illness. 


It is right and fitting that the community 
become the focal point for modern psychi- 
atric treatment. Dr. Franklin Ebaugh, who 
in 1925 journeyed from the hub of the uni- 
verse—Philadelphia, of course—to the wilds 
of Colorade to set up an intensive psychi- 
atric hospital unit in the heart of the city 
of Denver, has been pointing out for thirty 
years that our state mental hospitals are 
monuments to the failure of our communi- 
ties “to create the necessary conditions for 
the full, healthy adjustment of individual 
minds.” 
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In “The Community Stake in the Mental 
Health Program,” a brilliant address before 
the 1955 convention of the American Psychi- 
airic Association, Doctor Jack Ewalt, who 
trained under Ebaugh, argued that the citi- 
zns of a community are directly responsible 
for the success or failure of any program 
| signed to “develop a population with char- 
, ter strong enough and resilient enough to 

just to the demands of their particular 

vironment.” 
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“Behavior is a person’s solution to the 
p oblem of living at that moment in the 
c mmunity,” Doctor Ewalt told his col- 
) agues. “Adaptation will be more construc- 
t ve and will improve as the individuals with- 
i). the community become more mature, and 
nore understanding of human needs 
‘nus, persons living in a healthy community 
vill tend to work out their problems in a 
healthy way.” 

Since this is a forum dedicated to the 
)romotion of community action in mental 
health, I want to talk to you this morning 
about some specific community resources 
vhich must be tapped in establishing a sound 
oundation for the community treatment of 
mental disorders: 


The General Practitioner 


The general practitioner is the first line 
of defense in the community against the ini- 
tial onset of mental illness. However, up un- 
til very recently he has isolated himself 
from psychiatry, and psychiatry has isolated 
itself from him. Most of the family physi- 
cians practicing today have had little or no 
training in psychiatry, since medical schools 
ignored the naughty subject in their cur- 
ricula. Because the mental hospital system 
was out in the woods and isolated from the 
main stream of American medicine, the fam- 
ily physician felt no responsibility for the 
care of mental patients. As a matter of 
fact, he frequently refused to visit a distant 
mental hospital to treat patients. 

With the advent of the new tranquilizing 
drugs, the situation has changed dramatical- 
ly. The family physician today is probably 
prescribing more medication for disturbed 
individuals than is the psychiatrist. 


This is a natural development. Doctor 
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Francis Braceland, President of the Ameri- 
can Psychiatric Association, pointed out re- 
cently that “the key preventive agent in the 
entire mental effort may well be the physi- 
cian in community practice, for the physician 
in general practice sees every segment of the 
population, every age group, and persons at 
all economic and social levels . . . In his 
care of expectant mothers, in his obstetric 
work, in his care of babies and children, he 
may accomplish preventive psychiatry of 
heroic proportions.” 

Echoing the Braceland theme, Doctors 
Fred W. Langer and Robert L. Garrard of 
North Carolina gave it added emphasis in a 
paper delivered earlier this year before the 
Tri-State Medical Society. 


“Phychiatry offers many useful tools with 
which to ameliorate this situation, but it 
lacks the manpower to implement them ade- 
quately,” they contend. “ ... The general 
practitioner enjoys several strategic oppor- 
tunities not shared by the psychiatrist. 
First, because of his closeness and position 
of confidence with the families in his com- 
munity, he is accepted as liaison officer be- 
tween medicine and the community 
Second, in the treatment of emotional dis- 
orders he maintains a position of advantage 
over the psychiatrist in two significant 
areas: he is more intimately acquainted with 
the patient’s total environment and he sees 
the patient earlier in the development of the 
illness . . . The general practitioner has an- 
other great advantage in working with emo- 
tional illness in that he is more apt to talk 
the language of the patient and relatives. 
He usually knows the entire family and is 
able to ease anxiety and tension in other 
members who are threatened.” 


The North Carolina doctors concluded 
with a plea for increased use of this great 
medical reservoir: 

“|. . Psychiatry is moving out of the 
mental hospitals and into the community, 
and the general practitioner will practice 
more and more psychiatry. The most pow- 
erful and frequently used drug in general 
practice is the doctor himself. None of the 
miracle drugs can hope to prove more pow- 
erful than the inter-personal relationship 
between the doctor and the patient. This 
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still remains the greatest single tool of psy- 
chiatry and one which is available to every 
physician. The wise family doctor knew 
this to be true before the word psychiatry 
was devised.” 

This raises several serious problems. First 
of all, the general practitioner must receive 
some post-graduate training in the handling 
of emotional illnesses. He must know much 
more about the diagnosis of the various 
mental illnesses, and he must learn the diffi- 
cult art of proper referral to a psychiatrist. 


The professional organizations in this 
country have been slow to appreciate the 
gravity of this situation. Although the 
American Medical Association established a 
Council on Mental Health four years ago, it 
has done little or nothing about this prob- 
lem. And this despite the fact that it has 
been offered a superb blueprint for a na- 
tional campaign to educate the general prac- 
titioner in the specialty of psychiatry. 

This imaginative blueprint calls upon the 
American Medical Association to draw up a 
platform of activity to bring every state 
and local medical society into the fight 
against mental illness. Activities would in- 
clude the following: 


1. A proclamation from the President of 
the American Medical Association calling 
upon all affiliated state and local medical 
societies to tackle the mental illness prob- 
lem. 

2. State-wide meetings between state 
medical societies and state mental health 
authorities to: 

a. Establish mutual interest and contact 
between these two hitherto separated 
branches of medicine. 

b. To discuss the role of the general phy- 
sician in using all means at his dis- 
posal to keep the patient out of the 
state mental hospital. 


c. To keep the family physician complete- 
ly informed on the progress of any of 
his patients admitted to state mental 
hospitals or other state facilities. 

d. To work out standard procedures for 
the follow-up of discharged mental pa- 
tients, particularly those on mainten- 
ance dosages of the tranquilizing drugs. 
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3. A call to every state and local medical 
society to arrange mental illness seminars, 
and to bring outstanding psychiatrists to 
talk to the general physicians on the newer 
treatments now in use. 


4. A call to all state and local medical 
societies to emphasize mental illness at their 
annual meetings and Postgraduate Insti- 
tutes. 


5. The use of educational film, closed 
circuit television, exhibits and special pu)b- 
lications to bring the busy physician the 
latest developments in psychiatric treatment. 


While this blueprint for action has been 
gathering dust in the catacombs of the 
American Medical Association, the Ameri- 
can Psychiatric Association and the Ameri- 
can Academy of General Practice, the latter 
representing more than 20,000 family phy- 
sicians, both acted at their 1956 conventions 
to set up committees to work together on 
this problem. Many of us in the field are 
hoping that the American Academy of Gen- 
eral Practice, a dynamic professional or- 
ganization dedicated to expanded profes- 
sional training for the family physician, will 
move into the current vacuum and get things 
rolling. 


On a number of occasions I have urged 
the American Medical Association to heed 
the wise words of Doctor Elmer Hess of 
Erie, who in 1955 told his fellow members 
of the American Medical Association that 
their number one medical problem from now 
on in was, and would be, mental illness. 
Doctor Hess proposed a 5-point program for 
increased participation by all physicians in 
the care of the mentally ill, which, because 
of its importance, I list here: 

1. Physicians should take an increasingly 
active part in the development of more psy- 
chiatric units in general hospitals. 

2. Physicians should give one day a week 
to work in state or county hospitals near 
their home. 

3. Young physicians should be retained 
on a part time basis as attending staff phy- 
sicians in mental hospitals. 

4. Residency training programs for non- 
psychiatric residents should be developed 
in state mental hospitals. This will recruit 


Journal of the Oklahoma State Medical Association 





the 


to! 


th: 
ge 
pe 
sh 
pit 
ps. 


OV 


Jar 








‘ical 
nars, 
ts to 
ewer 


dical] 
their 
‘nsti- 


lose d 
pub- 
| the 
nent, 


been 
' the 
neri- 
neri- 
atter 
phy- 
tions 
r on 
| are 
Gen- 
| or- 
ofes- 
will 
lings 


rged 
heed 
s of 
bers 
that 
now 
ness. 
1 for 
is in 
ause 


ngly 
psy- 


veek 
near 


ined 
phy- 


non- 
yped 
ruit 


ation 





the other medical disciplines into mental 
hospital work. St. Elizabeths in Washing- 
ton, and a number of mental hospitals in 
Il\inois and Massachusetts, have already de- 
veloped programs of this nature. 


>. State and county medical societies 
should establish psychiatric consultation 
services for their general physician mem- 
bers. These services would be provided by 
tle psychiatrists who are members of the 
scieties. This type of consultative service 
yw ould be particularly valuable in the admin- 
istration of the new drugs on an out-patient 
b. sis. 


The education of the general practitioner 
i) the handling of mental illness is also a 
r sponsibility of the Commonwealth of 
Pennsylvania. It is in the long-run interest 
o Pennsylvania to educate its family phy- 
sicians so that they may prevent the hos- 
pitalization of thousands of patients. Since 
tie shortage of psychiatrists and allied per- 
sonnel will be with us for at least another 
twenty years, it is absolutely vital that the 
other segments of the medical profession be 
educated in handling mental illness. I think 
the Commissioner of Mental Health of Penn- 
ylvania has a definite responsibility to plan 

series of institutes for the training of the 
family physician in the handling of psychi- 
atric problems. 

These institutes should be planned in con- 
sultation with state and local medical, psy- 
chiatric and general practice societies, and 
should preferably be held at the local mental 
hospital or medical school. The New York 
and Illinois departments of mental health 
have embarked on programs along these 
lines, and it is my understanding that a few 
additional states have recently joined the 
band-wagon. 


The Psychiatric Unit in the 
Generali Hospital 


Although mental patients occupy more 
than half of all hospital beds in this country, 
general hospitals accommodate less than one 
per cent of the mentally ill. Is it not a 
shocking thing that 950 large general hos- 
pitals in this country do not have a single 
psychiatric bed? We know this is a hold- 
over from the Age of Banishment, but the 
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time has come to place psychiatric illness 
alongside other comparable illnesses in the 
medical programs of our general hospitals. 


The benefits of this type of program are 
many. Most important, it tears the stigma 
away from mental illness. When there is 
routine voluntary admission to a hospital 
for this illness, then much of the old legal 
voodoo goes by the wayside. Furthermore, 
the family of the patient is close to him and 
the patient doesn’t feel as though he had 
been banished into the woods for some evil 
thing he has done. 

Of almost equal importance is the effect 
such psychiatric units have upon the med- 
ical profession. For decades and decades, 
interns, residents and consulting physicians 
never saw a mental patient. Whenever psy- 
chiatric units have been introduced into gen- 
eral hospitals, there has been an increased 
awareness on the part of the general medical 
staff of the importance of emotional factors 
in all types of illness. 


As the psychiatric unit in the general hos- 
pital becomes more common, it is increas- 
ingly being covered by health insurance. 
Remarkable progress has been made during 
the past five years in health insurance cov- 
erage in acute mental illness, and efforts 
must continue to reduce the enormous eco- 
nomic burden of such an illness. 


Community Treatment Facilities 
For Children 


A number of recent surveys have high- 
lighted our failure to treat emotionally dis- 
turbed children in the early stages of mental 
illness. There are only 30 residential treat- 
ment centers in the country which are alto- 
gether capable of handling about 2,000 chil- 
dren a year. These centers have ten times 
as many applicants as they are able to 
handle; a recent study by the Child Welfare 
League of America put the number of emo- 
tionally disturbed children in this country 
at about 500,000 children. 

Over the past several years, a few states 
and cities have completed surveys on emo- 
tionally disturbed children. The conclusions 
of these surveys are remarkably similar. 
They all conclude that the greatest difficulty 
is locating these sick children. They are buf- 
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feted about from jail to court to training 
school to mental hospital. 


Our school systems do a very poor job 
with these disturbed children. According to 
a 3-year survey conducted under the aus- 
pices of the Columbia University Depart- 
ment of Psychiatry, a minimum of ten per 
cent of public school children are emotional- 
ly disturbed and need psychiatric help. But 
the majority of school systems lack the 
trained personnel or facilities to aid these 
children. For example, the Columbia sur- 
vey pointed out that in our nation’s schools 
there is one psychiatrist for every 50,000 
children. 


Here is a great challenge for all of you 
in the community. I commend particularly 
to the parents of the community two great 
challenges which can keep you busy for the 
next decade—the establishment of commun- 
ity residential treatment centers for children 
and the creation of well staffed psychiatric 
services in the schools. 





More Flexible Facilities for 
Psychiatric Treatment 


As I told the Community Mental Health 
Boards of New York State earlier this year, 
we are freighted down with an excess bag- 
gage of outmoded concepts concerning the 
time and place for psychiatric treatment. In 
America, we have been uneasy about mental 
illness and we have been criticized by many 
leaders of world psychiatry for excessive 
emphasis upon restraint, locked doors and 
long-time confinement. 


Europe has much to teach us in the relaxed 
handling of mental patients. All of you 
know of Gheel, Belgium, where mental pa- 
tients have been handled in the homes of 
the community for many centuries. In re- 
cent years, England has shown the way in 
tearing down the barriers which separate 
the mental hospital from the community. 


Our northern neighbor, Canada, has pio- 
neered in the development of day and night 
hospitals which keep the patient in close 
contact with the family and with the com- 
munity. In the day hospital the patient re- 
ceives active treatment during the day, but 
returns to the strength and warmth of his 
family and his community each night. Thus 
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there is no breaking of the ties between the 
patient and the outside world. We have only 
begun using the day hospital in this country 
recently. Boston Psychopathic Hospital his 
had one for several years and there are two 
now getting under way in the New York 
State mental hospital system. 

The night hospital is an even more in.- 
portant therapeutic development. In ths 
facility, the patient goes to work during the 
day and returns to the hospital at night for 
necessary treatment. I saw one in operation 
recently in Montreal, and I cannot convey to 
you how much this facility meant to the pa- 
tients being treated there. They had avoic- 
ed the stigma of legal commitment and they 
were continuing their important daily ac- 
tivities while receiving the basic treatment 
they needed. We have only a couple of these 
night hospitals in this country and they do 
not begin to approximate the Canadian hos- 
pitals. 

Finally, the Mental Health Center concept 
has been gaining increasing acceptance 
everywhere but in the United States. 

These Centers have been remarkably suc- 
cessful in Canada where they are called 
Well-Being Clinics. Experience gained in 
development of community health programs 
in Canada revealed a desire on the part of 
many of the public for an opportunity to 
obtain a routine check-up for their mental 
health similar to the opportunity provided 
in the field of public health for physical 
check-ups. All those registered for Well-Be- 
ing clinics receive a periodic mental health 
check-up. A rating scale covering the more 
important areas of personal and social ad- 
justment is used. If the person presenting 
himself for a check-up is found to have seri- 
ous emotional problems, he is referred to a 
psychiatric resource for further aid and 
treatment. 

This mental health center development has 
enormous possibilities. There is only one 
functioning in this country today. It was 
started a year ago in Lafayette, Louisiana, 
on a pattern laid down by the American 
Psychiatric Association. 


Rehabilitation 


As your own Doctor Kenneth Appel has 
pointed out time and time again, the com- 
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munity is doing an exceedingly poor job with 

he discharged mental patient. Although 
he state mental hospitals discharge approxi- 
nately 250,000 patients each year, only a 
mall fraction of these are rehabilitated and 
‘eturned to productive employment. The 
1.S. Office of Vocational Rehabilitation re- 
ently released figures through June 30, 
956 indicating that only about 3,000 of the 
pproximately 66,000 persons rehabilitated 
luring the previous year were mentally 
iandicapped. 


The average mental patient discharged 
rom a state hospital returns to a community 
vhich is almost totally indifferent to his 
veeds. We have a few token efforts like 
“ountain House in New York City, but for 
he most part, we have failed to provide the 
ommunity facilities needed to bolster these 
lischarged patients. Other countries have de- 
veloped Half-Way Houses and Residential 
Sheltered Workshops for these patients, but 
in America we have not even begun the con- 
struction of major facilities of this type. 
No wonder we have such a high rate of re- 
lapse and return to mental hospitals; con- 
sidering the total indifference of the com- 
munity, it is really surprising that the re- 
lapse and return rate isn’t much higher. 


All of the resources cited above must be 
strengthened if we are to return psychiatry 
to the community. In a recent speech Doctor 
Daniel Blain, Medical Director of the Ameri- 
can Psychiatric Association, stressed the 
importance of these resources in the follow- 
ing words which I commend to all of you: 


“Most of these efforts are in the direction 
of reaching toward the onset of the illness, 
to get nearer home, to utilize the resources 
of the community, to stimulate social forces, 
the motivating elements, and apply them to 
the use of the healing process. We would 
hope that residential units would be less and 
less necessary. That earlier community ef- 
fort would care for more and more and ac- 
tively prevent hospitalization. That days 
spent in hospitals would be reduced. We 
can do this now for all categories except 
the aged. Even with the aged we can delay 
and defer the time for entering an institu- 
tion, just as we have so successfully deferred, 
but never prevented, death. The hospital 
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must and is already receding as the only lo- 
cus of psychiatric treatment. It is gradually 
merging with other forces actively at work 
in dealing with disease. 


“The hospital, however, cannot relinquish 
its paramount position until community clin- 
ics, mental health centers, home care and 
follow-up, screening and referral centers, 
more private practitioners, families and 
schools, social conditions and all the other 
assets of a community are developed.” 


It is gratifying to note that the states are 
on the march in the provision of tremendous- 
ly expanded community mental health serv- 
ices. In a survey completed in November, 
1955, the Council of State Governments re- 
ported that many states had doubled, and in 
some cases tripled, their appropriations for 
community mental health services. As all of 
you probably know, New York has led the 
way with a new community mental health 
services program which is currently budget- 
ed at approximately $13,000,000. Under the 
New York program, the state offers match- 
ing monies to local communities which agree 
to expand their psychiatric services in 
schools, the courts, general hospitals, etc. 
Ohio, Illinois, Indiana, North Carolina, and 
Washington are among the states which have 
inaugurated greatly expanded community 
mental health services. 


I am pleased to note that you are on the 
move here in Pennsylvania, too. You have 
unified your mental hospital system and you 
are now ready to move on a state-wide scale. 
The action of the Pennsylvania legislature 
in appropriating more than one million dol- 
lars for psychiatric clinics for children and 
more than $4,000,000 in state aid for clinics 
and treatment centers in general hospitals 
promises much for the support of community 
mental health services in Pennsylvania. 


You have a great deal to be proud of here 
in Philadelphia. Your Department of Pub- 
lic Health has a Division of Mental Health 
headed by a full-time psychiatrist. As far 
as I have been able to ascertain, Doctor Mau- 
rice Linden, the superb psychiatrist who 
heads the Division of Mental Health here, 
has the only job of its kind in any major 
American city. In his job function is wrap- 


29 








ped up much of the future of American psy- 
chiatry, for his unique and basic task is the 
creation of community mental health serv- 
ices at the local level. During the next de- 
cade, I am sure that many large cities will 
emulate Philadelphia in creating a division 
for the support of psychiatric services in the 
local community. 

There is one final thought I would like to 
leave with you. Many of these community 
mental health services look very good in the 
blueprint stage but they become effective 
only when you, the citizens, participate in 
them and give them your full support. No 


Medicare Program Starts 


Friday, December 7, saw the beginning of 
the Dependent’s Medical Care Act, Public 
Law 569. The purpose of the Act is to 
“create and maintain high morale through- 
out the uniformed services by providing an 
improved and uniform program of medical 
care for members of the uniformed forces 
and their dependents.” 


Under the Act, those who are eligible for 
medical care include the dependents of: 
members of the uniformed services, retired 
members, and persons who died while either 
active or retired members of the uniformed 
services. The only ones eligible to receive 
care from civilian sources, however, are 
spouses and dependent children of persons 
on active duty. Care in Military facilities 
only is authorized for unremarried widows 
or widowers and children of deceased or re- 
tired members, if they were dependent at 
the time of the spouse’s death. 


At the outset of the program spouses and 
children of active duty members will have 
free choice between civilian and military 
care. However, this limitation can be in- 
voked later if it is shown that use of civil- 
ian medical facilities by dependents in a cer- 
tain area has adversely affected the opti- 
mum economic utilization of service facili- 
ties, the Secretary of Defense may restrict 
dependents in that area to care in a service 
facility. 


Dependents will be identified by a “De- 
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community psychiatric unit, whether it be i) 
a general hospital or in a school, can be real 
ly effective unless it is constantly challenge: 
by an enlightened citizenry. In the fina 
analysis, you will decide the services yo 
want for yourselves and your children, an 
you are in no position to criticize the pro 
fessional groups for not providing thes« 
services. This forum here this morning is 
elequent affirmation of your deep interest 
in a better day for the mentally ill, and it 
augurs well for the future of community 
mental health services in both Philadelphi: 
and the rest of Pennsylvania. 


pendents’ Authorization for Medical Care” 
card later on in the spring (before July 1). 
In the meantime, physicians may accept post 
exchange cards, combined post exchange- 
commissary-military medical care card or 
the standard military dependent identifica- 
tion card as proper identification. None of 
these may be accepted after the special pur- 
pose card is issued. Physicians are cautioned 
to be certain that the person presenting the 
card is actually the dependent. 


Several Cases Reported in Oklahoma 


Since the implementation of the iaw, a 
large number of dependents have reported 
to private physicians’ offices for medical 
care. It is anticipated that many questions 
will arise within the next few months re- 
garding the interpretation of the law. For 
that reason, the OSMA Committee on Med- 
ical Service, Hospitals and Prepaid Insur- 
ance will continue to work on this program 
and issue supplemental information to the 
medical profession. 


Fee Schedule to Be Distributed 


H. H. Macumber, M.D., Chairman of the 
OSMA Committee, reports that a manual 
containing an explanation of the law and a 
fee schedule will be mailed to each physician 
in the state as soon as they can be printed, 
probably around January 15. Doctor Ma- 
cumber urges every physician to read the 
manual carefully in order to minimize er- 
rors in the handling of cases. 
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Draft To Take 15 State Doctors 

Fifteen Oklahoma physicians will be in- 
iucted into the Army or Air Force in 
‘ebruary, Selective Service recently an- 
ounced. The Oklahoma quota is represen- 
ative of the largest national call since 
Viarch, 1955, when the Army, Navy and 
\ir Force took 1,275. 

Selective Service plans to induct 450 phy- 
icians in the February call, 250 for the 
\rmy and 200 for the Air Force. In all proba- 
ility the current call will be the last one be- 
wre the Doctor Draft Law expires, July 1. 
‘he Defense Department has indicated that 
t would not ask for another extension of the 
iw. 

Since the program went into effect in 
950 with the outbreak of the Korean War, 
he special draft has brought 10,337 phy- 
‘icians into the services. 


Three Meetings Per Day 
At O.S.M.A. Headquarters 


There was much activity at the OSMA 
State headquarters building, Sunday, De- 
cember 16, when three of the Association’s 
Committees held meetings. 

Committees meeting were: The Grievance 
Committee and the Committee on the United 
Mineworkers Welfare and Retirement Fund, 
both of which convened at 10:00 a.m.; and 
the Insurance Committee which began its 
session in the afternoon. 

The Association’s liability insurance was 
the topic for discussion at the Insurance 
Committee’s meeting. Members of the Com- 
mittee heard Mr. John Parish, Secretary of 
the Saint Paul Mercury-Indemnity Com- 
pany, give a report on the present status of 
the group malpractice insurance program. 

Doctor George Brother, Regional Medical 
Director of the United Mineworkers, was 
another out-of-state guest who participated 
in the day’s activities. He had been invited 
by the OSMA committee in order to clarify 
policies of the U.M.W.A.’s medical care pro- 
gram as it effects the practice of medicine 
in the mining areas of the State. 
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Public Health Association 
To Meet in Stillwater 


“Public Health, A Community Problem” 
will be the theme when the Oklahoma Pub- 
lic Health Association holds its sixteenth 
annual meeting, January 9, 10, and 11, on 
the Oklahoma A & M Campus, Stillwater. 
All sessions will be held at the Student Union 
Building. 

Glen Earley, President of the Association, 
announced that an excellent program has 
been arranged, featuring several outstanding 
out-of-state personalities as well as a repre- 
sentative group of ‘speakers from health 
agencies in Oklahoma. Among the out-of- 
state speakers will be Jack C. Haldeman, 
M.D., Chief, General Health Service of the 
U.S. Public Health Service, who will speak 
about “An Effective Public Health Program” 
and Edgar J. Forio, Vice President of the 
Coca Cola Company, whose address will be, 
“The Pulse of the Public.” 

Don Blair, Associate Executive Secretary 
of the Oklahoma State Medical Association, 
will moderate a panel discussion, entitled 
“The Voluntary Health Agency—Its Part in 
Solving the Community Health Problems.” 


Standard Insurance Reporting 
Forms Being Widely Used 


The recently adopted Standard Insurance 
reporting form is receiving excellent accept- 
ance by Oklahoma physicians according to 
Basil A. Hayes, M.D., Chairman of the 
OSMA’s Insurance Committee. “Nearly six 
hundred pads containing fifty forms each 
have been requested by physician members,” 
Doctor Hayes reported. 

On December 1, the Committee asked the 
doctors of Oklahoma to begin using the 
standard form in an effort to relieve the 
medical profession from the time consuming 
task of deciphering the multitude of forms 
which are now in use. The pads of forms 
may be ordered from the Transcript Com- 
pany, Box 191, Norman, Oklahoma, at 75 
cents each; six for $3.90; or twleve pads 
for $6. 
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A.M.A.’s 10th Clinical Meeting 
Held in Seattle, Washington 


Attending the 10th Clinical Meeting of 
the American Medical Association in Seattle, 
Washington, representing the Oklahoma 
State Medical Association were: Doctors 
Wilkie D. Hoover of Tulsa, Malcom E. 
Phelps, E] Reno and E. H. Shuller, McAles- 
ter. Doctor Hoover and Doctor Phelps rep- 
resented the Association as Delegates, and 
Doctor Shuller as an Alternate. Also attend- 
ing the Conference were: Doctor John F. 
Burton of Oklahoma City, a member of the 
Council on Medical Service of the American 
Medical Association, and Doctor Frank L. 
Flack, President of the Tulsa County Med- 
ical Society, Doctor G. R. Russell, President- 
Elect of the Tulsa County Medical Society 
and Doctor Marshall O. Hart, also of Tulsa. 

Among the principal matters of business 
to be brought before the House of Delegates 
were: Recommended revisions of the Code 
of Medical Ethics, Veterans’ Medical Care, 
Radioactive Isotopes, Continuance of the 
AMA Interim Session, Hospitalization of Pa- 
tients with Alcoholism and a report from 
the Committee on Medical Practices. 


Medical Ethics 


Probably the subject of greatest interest 
at Seattle was the proposed revision of the 
Principles of Medica] Ethics, originally sub- 
mitted in June of 1956. The proposed short 
version of the Principles was submitted by 
the Council on Constitution and By-laws, but 
the House of Delegates decided to refer the 
matter back to the Council for further study 
and consideration. 

Out of the general discussion on the pro- 
posed revisions, opinion seemed to be pre- 
dominate that more specific attention and 
study needed to be given to sections 6 and 
7, which covered: divisions of fees, dispens- 
ing of drugs and appliances, corporate prac- 
tice of medicine, and greater emphasis con- 
cerning the relationship between physicians 
and patients. 


Veterans’ Medical Care 


The House revised AMA policy on Vet- 
erans’ medical care by endorsing in prin- 
ciple the following paragraph suggested by 
the Council on Medical Service: 
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“With respect to the provision of medica 
care and hospitalization benefits for vet 
erans in Veteran Administration and othe: 
federal hospitals that new legislation be en 
acted limiting such care to veterans wit} 
peacetime or wartime service whose disabil 
ities or diseases are service-incurred or ag 
gravated.” 

This action eliminates the temporary ex. 
ceptions which were made in the June, 1953, 
policy regarding wartime veterans who aré¢ 
unable to defray the expenses of necessary 
hospitalization for non-service connected 
cases of tuberculosis or psychiatric or neu- 
rological disorders. In making the policy 
change, the House approved this supple- 
mentary statement: 

“We recognize the laws and administra- 
tive extensions of the law that are now in 
operation. We feel that under the circum- 
stances it will be to the best interests of the 
public in general, and veterans in particu- 
lar, if medical societies, county and state as 
well as national, develop committees to as- 
sist in guaranteeing VA hospital admission 
to service-connected cases. While the pres- 
ent law exists, we should help assure that 
veterans whose illness constitutes economic 
disaster will not be displaced by those suf- 
fering short-term remediable ills, which at 
the worst, constitute financial inconveni- 
ences.” a 

In another action concerning the veterans, 
the House passed two resolutions condemn- 
ing as unlawful the practice of Veterans Ad- 
ministration hospitals which admit patients 
who are covered by workman’s compensa- 
tion insurance or by private health insurance 
and which render bills for the cost of their 
care. Both resolutions requested the AMA 
to take action to bring about a discontinu- 
ance of such practices by VA hospitals, and 
one of them instructed the Association Sec- 
retary to obtain from each state testimony 
or records of each known case that violates 
VA Reg. 6047-DI. 


Radioactive Isotopes 
The House rescinded the June, 1951, ac- 
tion which limited the hospital use of ra- 
dium and radioactive isotopes to board-cer- 
tified radiologists, by approving a new pol- 
icy statement which says: 
“(1) In any hospital in which a pa- 
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tient is to receive radium or the products 
of artificially produced isotopes, there 
should be a duly appointed Committee on 
Radium and Artificially Produced Radio- 
isotopes of the hospital professional staff. 
This committee should include, but not 
necessarily be limited to, the following 
qualified physicians: a radiologist, a sur- 
geon, an internist, a gynecologist, a urol- 
ogist and a pathologist. This committee 
should have available such competent con- 
sultation of other physicians and scientific 
personnel as may be required by it. Where 
this is not practible, the hospital staff 
should consult the nearest Committee on 
Radium and Artificially Produced Radio- 
isotopes. 

“(2) In any hospital, the use of ra- 
dium or its products and artificially pro- 
duced radioactive isotopes for diagnostic 
or therapeutic purposes shall be restrict- 
ed to qualified physicians so judged by 
the Committee on Radium and Artificial- 
ly Produced Radioisotopes of the profes- 
sional staff to be adequately trained and 
competent in their particular use. 

“(3) It is recommended that procure- 
ment, storage, dosimetry control and in- 
ventory of all radioactive isotopes for the 
use of the hospital staff and radiological 
safety control be centralized, and, where 
administratively possible, centralization 
be located in the department of Radiology. 

“(4) It is recommended that the Board 
of Trustees assign to the appropriate coun- 
cil or committee the continuous study of 
the problem of radiological safety con- 
trol in the use of radium and its products 
and artificially produced Radioactive iso- 
topes for diagnostic or therapeutic pur- 
poses.” 


Clinical Meetings 

Numerous resolutions were _ introduced 
recommending the discontinuance of the In- 
terim Session, however, upon debate in the 
House of Delegates, a Reference Committee 
report was adopted which, in substance, ac- 
knowledged the public relation value of the 
meeting, inasmuch as it can be held in 
smaller cities than the Annual Meeting, and 
the Reference Committee further recom- 
mended to the Board of Trustees of the 
AMA that they consider the advisability of 
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holding a meeting of the House of Delegates 
in the fall of each year in Chicago with a 
scientific session being held elsewhere in 
the United States. 


Hospitalization for Alcoholics 

The House of Delegates approved a state- 
ment submitted by the Board of Trustees 
that Hospital Administrators, and the staffs 
of hospitals look upon alcoholism as a med- 
ical problem and to admit patients who are 
alcoholics for treatment, such admissions to 
be made after due examination and investi- 
gation of each individual patient, and that 
this action be brought to the attention of 
the Council on Medical Education and the 
Joint Commission on Accreditation of Hos- 
pitals and the American Hospital Associa- 
tion. 


Committee on Medical Practices 

A report of the Committee on Medical 
Practices studying the relationship of phy- 
sicians with hospitals and particularly as to 
staff privileges was amended by the House 
of Delegates as follows: 

“The AMA representatives on the Joint 
Commission on Accreditation of Hospitals 
be instructed to stimulate action by that 
body leading to the warning, provisional ac- 
creditation, or removal of accreditation of 
community or general hospitals which ex- 
clude or arbitrarily restrict hosiptal privil- 
eges for generalists as a class regardless of 
their individual professional competence 
where such policies adversely affect the 
quality of patient care rendered. Any action 
taken should be only after appeal to the Com- 
mission by the County medical society con- 
cerned.” 


Miscellaneous Actions 

Among many other actions on a wide va- 
riety of subjects, the House of Delegates 
also: 

Instructed the Board of Trustees to ac- 
centuate cooperation between the American 
Medical Association and the American Bar 
Association to the end that a bill of the 
Jenkins-Keogh type be enacted at the next 
session of Congress. 

Urged all physicians to participate active- 
ly in the formulation of medical policy for 
prepaid medical care plans which are under 
physician direction or sponsorship. 
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Over 90% of HANGER 


Suction Socket Cases Successful 


The Suction Socket Prosthesis, one of the most impor- 
tant prosthetic developments in recent years, is based on 
entirely new conceptions of design Secured solely by 
muscular and suction action, and eliminating the hip 
joint and all belts and straps, this prosthesis gives the 
wearer greater comfort, control, and utility than ever 
before. 


We attribute our proven record of 90% suc- 
cessful Suction Socket applications to: 
careful examination, since not all amputa- 
tions are suited to this type of prosthesis; 
and correct fitting, in order to retain the 
suction action yet avoid discomfort. 
HANGER clients are examined and fitted 
by “Certified Suction Socket Fitters,” certi- 
fied after examination by a Certification 
Board composed of representatives of the 
industry and orthopedic surgeons. 


HANGER today offers professional Suction 
Socket Service to amputees and doctors 
throughout the country, with more than 50 
Certified Suction Socket Fitters in our . 
many offices—-MORE THAN ANY OTHER 
PROSTHETICS MANUFACTURERS. We 
welcome the opportunity to furnish appli- 
ances to surgeons’ prescriptions, and to 
render any service desired. 
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BRACES - ARCH SUPPORTS - TRUSSES 
628 N. Hudson Oklahoma City 3, Okla. 
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Plans Begin for Public 
Assistance Medical Care Program 

Work is now underway at Federal an 
State levels on a new and permanent med 
ical care program, authorized by the las’ 
session of Congress, that can result in a: 
much as $200 million in U.S.-State fund: 
being paid annually to physicians, dentists 
nursing homes, hospitals and druggists. I 
is a revised medical care plan for the bene 
fit of some 15,000,000 persons, three pe 
cent of the total population who received 
public assistance. Money used to make this 
program possible will be half federal and 
half state. 

Federal and State funds presently pro- 
vide some degree of medical care to public 
assistance recipients in the four categories 
authorized to receive Federal welfare aid. 
The categories are: old age assistance, de- 
pendent children, the blind, and the totally 
and permanently disabled. The amount, 
spent, however, varies within the states, and 
the overall system is irregular. Each State 
decides how much medical care to provide 
and whether to give “medical care dollars” 
as part of monthly assistance checks, or to 
make payments te the vendors of medical 
services. 

New Funds Earmarked 

Medical care funds furnished under the 
new program, which goes into effect on 
July 1, 1957, must be paid to the vendors or 
their agents by the states, and must be kept 
separate from money used for public assist- 
ance checks. 

Each state will decide on the methods for 
contracting with and reimbursing the phy- 
sicians for their services. 

In Oklahoma, the Department of Public 
Welfare has asked the Oklahoma State Med- 
ical Association to make recommendations 
regarding the implementation of the pro- 
gram. A committee has been appointed, 
headed by C. M. Bielstein, M.D., to make a 
comprehensive study of the program and 
draft a suggested pian for its implementa- 
tion. 

Serving on the Committee with Doctor 
Bielstein will be: John F. Burton, M.D., 
Oklahoma City, A. T. Baker, M.D., Durant, 
Hugh Perry, M.D., Tulsa and T. E. Rhea, 
M.D. of Idabel. 
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Blue Shield Director Named 
To Mental Health Post 


N. D. Helland of Tulsa was elected Presi- 
ent of the Oklahoma Association for Men- 
11 Health, during the business session of 
he Sixth Annual Meeting, Friday, Decem- 
er 7, which was held in Oklahoma City. 

Mr. Helland, Director of Oklahoma’s Blue 
ross and Blue Shield Plan, was elected to 
he Presidency of the Oklahoma Association 
vr Mental Health. Paul Benton, M.D., also 
f Tulsa was elected first Vice President, 
VY. Max Chambers, Ph.D., Edmond, was 
lected second Vice President, Thurman 
Vhite, Ph.D., Norman, was elected third 
‘ice President, Reverend Robert Main, Sem- 
nole, was elected Secretary and Mrs. Paul 
Judley, Oklahoma City, was elected Treas- 
rer. 

Mr. Helland has long been active in civic 
eadership, and was a member of the State 
soard of Directors prior to accepting the 
’residency. Doctor Paul Benton, Director 
if the Children’s Medical Center, Tulsa, is a 
ong time member of the State Board of Di- 
‘ectors and has served actively this year on 
the Association’s Executive Committee. He 
s also a member of the Research Committee 
1f the Oklahoma Medical Research Founda- 
tion. Doctor Chambers is President of Cen- 
tral State College at Edmond, and is a long 
time leader in Oklahoma’s mental health 
movement. He has for many years been a 
member of the State Board of Directors, 
Executive Committee and has given leader- 
ship to the scholarship committee for the 
promotion of interest in mental health 
through teacher and lay citizen participa- 
tion in mental health workshops. 

Doctor Thurman White is Dean of the Ex- 
tension Division of the University of Okla- 
homa. Rev. Robert Main is Pastor of the 
First Methodist Church, Seminole and has 
been a member of the State Board of Direc- 
tors for several years. Mrs. Paul Dudley, 
Oklahoma City Civic Leader is a member of 
the State Board of Directors and President 
of the Oklahoma County Association for 
Mental Health. Elected to the State Board of 
Directors during the meeting were: Rev. 
Robert Main, Thurman White, Ph.D., Mr. 
N. G. Henthorne, Jr. of Tulsa and Mr. Ed 
Loranger also of Tulsa. 
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Emergency Care for Servicemen 
Not Effected by Medicare 


The implementation of the Dependents’ 
Medical Care Act in no way affects the pol- 
icies of the various branches of the Military 
in paying medical expenses for members of 
the service who are on active duty, it was 
recently announced by Major George Oliver, 
M.D., Tinker Field. Payment will be made 
by the Government to civilian physicians 
and medical facilities for care rendered 
members of the military service. 


Doctor Oliver pointed out that it has been 
the experience of the military that some pa- 
tients have been “unwisely transferred” to 
military hospitals while in critical condition. 
“It is hoped that by clarifying the proced- 
ures necessary to obtain payment for serv- 
ices rendered, the number of such cases can 
be decreased,” he added. 


The following information is required for 
processing of claims: 


Administrative Data 


Name, rank, serial number, organization, and 
duty status of the patient if known. (Obtain from 
individual. ) 


Diagnosis 


Diagnosis for which patient was treated, and the 
surgery performed if any and the date on which per- 
formed. Charges for first-aid or emergency treat- 
ment will state the exact nature and dates of the 
services rendered. 


Room and Board 


Date of admission, date of discharge, total num- 
ber of days, charge per day, and total charge. 


Operating Room 


Charges for use of operating room will carry 
notation to indicate whether or not it includes ad- 
ministration of anesthesia and if so, type of anes- 
thesia and whether administered by a member of 
hospital staff. If not, charges will be billed sep- 
arately in the name of the person administering 
same. 


X-Rays 


Size and type of views, the anatomical location, 
number of views, charge for each, and the date 
taken. 


Laboratory 


The number and kind of tests made, the date on 
which made, and charge for each. Where a flat 
rate is charged, the statement will show what tests 
or examinations were included in the flat rate. 
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Special Medicines 


Special medicines will be itemized showing quan 
tities furnished and charge for each. Information 
will be furnished to show whether the medicines 
were from hospital stock or purchased on prescrip 
tion, copies of the prescriptions with the receipted 
bill of druggist showing payment by the hospital! 
will accompany the statement. 


Nursing Services 


Charges for private nursing services will indicate 
place where service was rendered, period of serv- 
ice, showing the hour it began and ended, the num 
bers of hours served each day or night, the rate 
per day or night, and number of days or nights 
served. 


Special Services 


Special services not furnished by hospital, such 
as consultants and surgeons, should be separately 
invoiced by individual rendering the service, show- 
ing service rendered, dates on which rendered, and 
reason for administering the special service. 


House and Office Calls 


Location, date and charge for each visit will be 
listed chronologically. Where more than one call 
is made in one day, calls will be listed as first 
visit, second visit, etc. 


Ambulance Service 


If the physician or hospital involved will submit 
this information in tripiclate to the nearest military 
medical facility, vouchers will be prepared and return- 
ed for signature only. When these signed vouchers are 
received, payment will be made with the least possible 
delay. 


“The military is more than happy to take 
care of its own, but if a member of the mili- 
tary should come under a private physician’s 
care, he is earnestly requested to provide 
the best available medical! care,” Doctor 
Oliver said. “Consultants, specialized treat- 
ments, special medicines, and laboratory 
procedures should be utilized to the fullest,” 
be continued, such care from civilian sources 
is fully authorized and expenses arising from 
such care will be paid by the government. 


Doctor Oliver further clarified the bill- 
ing procedure by stating that physicians will 
bill the nearest comparable Military Service 
installation (Army, Navy or Air Force) for 
medical care for active duty personnel. 


In the case of ambulance service, any in- 
stallation may be billed regardless of wheth- 
er Army, Air Force, or Navy personnel are 
involved. 
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WILLIAM E. SEBA, M.D. 
1884-1956 

William E. Seba, M.D., died November 28, 
t the age of 72, in Leedey. 

He was born in Bland, Missouri, January 
5, 1884. Doctor Seba attended St. Louis 
ollege of Physicians and Surgeons from 
hich he graduated in 1905. He had prac- 
iced in Leedey for 49 years, and in the late 
920’s had served as Mayor of Leedey. At 
he time of his death Doctor Seba was Dewey 
‘ounty Health Officer. 

In April of 1953 he was awarded a Life 
[embership in the Oklahoma State Medical 
\ssociation. He was a member of the Meth- 
dist Church in Leedey. 

Doctor Seba is survived by his widow and 
wo sons. 


JAMES H. NEAL, SR., M.D. 
1884-1956 

James H. Neal, Sr., M.D., 72, died Novem- 
ver 29, at his home in Tulsa as a result of a 
heart condition. 

He was born in Charleston, Arkansas in 
1884. After graduation from the Univer- 
sity of Arkansas School of Medicine in 1912 
he practiced in Arkansas before moving to 
Tulsa, and had been in Tulsa for 30 years. 

He was associated with the Tulsa City- 
County Health Department for many years, 
resigning last March because of ill health. 

Doctor Neal was awarded a life-member- 
ship in the Tulsa County Medical Society in 
September of 1956. He was a member of 
the Catholic Church, and a fourth degree 
member of the Knights of Columbus. 





Bellevue Convalescent Hospital 
Completely Air Conditioned 


Providing 
Professional Care and Personal Attention for 
Convalescent, Chronic and Medical Patients 


436 N.W. Twelfth Street 
Oklahoma City, Oklahome 
RE 6-8320 
Jas. R. Ricks, M.D. Norman L. Thompson 
Medical Director Owner and Manager 
Mrs. Dade Thompson, Asst. Mgr. 
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ISAAC WESLEY BOLLINGER, M.D. 
1889—1956 


Isaac Wesley Bollinger, M.D., 67 of Henry- 
etta, died on November 28, after a prolonged 
illness. 

He was born on May 1, 1889. After gradu- 
ation from the University of Arkansas School 
of Medicine in 1912, he served his internship 
in Little Rock, Arkansas at the Logan Roots 
Memorial Hospital, settled in Henryetta in 
1916, and was in continuous practice there 
until his illness and death. 

He was a specialist in Industrial Surgery, 
and built and operated the Henryetta Hos- 
pital. Doctor Bollinger was a member of the 
Oklahoma State Medical Association, and was 
a member of the council at the time of his 
death. 

Business establishments in Henryetta were 
closed the afternoon of Doctor Bollinger’s 
funeral in respect for his many civic activi- 
ties. He was a member of the 32nd Masonic 
Consistory in McAlester, The Shrine in Mus- 
kogee, the Blue Lodge in Henryetta, and was 
a member of the First Baptist Church. He 
is survived by his widow, two sons and a 
daughter. 


CHARLES L. CALDWELL, M.D. 
1902—1956 


Charles L. Caldwell, M.D., Tulsa, died of a 
heart attack at his home on November 15 at 
the age of 54. 

He was born in Bolivar, Missouri, April 27, 
1912. Following graduation from Washing- 
ton University School of Medicine in St. Louis 
in 1928, he served an internship at St. Louis 
City Hospital. 

Doctor Caldwell began his practice in Chel- 
sea where his father was a pioneer physician. 
His career was interrupted while he served in 
the navy during World War II. At the time 
of his discharge he held the rank of Lt. Com- 
mander. 

He was a Staff Member of Hillcrest Medi- 
cal Center and St. John’s Hospital. He was a 
member of the Tulsa County Medical Society 
and The Oklahoma State Medical Association. 
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Oklahoma County Passes Resolution 
Condemning VA Hospital Policies. 


A resolution, introduced in October, con- 
demning admission policies of the Veterans 
Administration Hospital in Oklahoma City, 
was passed by the Oklahoma County Med- 
ical Society at its meeting on December 10. 
The original resolution (November Journal) 
was only altered slightly by the resolutions 
committee where it was initially referred 
by Elmer Ridgeway, M.D., President of the 
County Society. 


Resolution Widely Publicized 

Final action on the resolution brought 
front-page newspaper threats from Post 35 
of the American Legion and the Veterans 
of Foreign Wars organizations, who opposed 
the physicians’ resolution and supported the 
policies of the VA Hospital. Specifically, 
both organizations have countered the med- 
ical Society’s action with proposals that 
they will favor and support legislation for 
socialized medicine as well as petition Con- 
gress to draft more physicians into federal 
service. 

Doctors Answer Threat 

In answer to the actions of the Veterans 
Administration, medical authorities reiter- 
ated their stand on the controversy, stating 
that their resolution was “in the interest of 
protecting the taxpayers of the United 
States, of which there are many small ones 
and many of them veterans, from unwarrant- 
ed expenditures of their tax dollars for the 
care of veterans who can, due to their own 
station in life or having prepaid medical and 
hospital insurance or workmen’s compensa- 
tion, pay their own way.” 


Ninety Percent of Doctors Are Veterans 

Also, the physicians pointed out that their 
own organization probably contained a high- 
er percentage of veterans than any other 
group. A survey of the Oklahoma County 
membership indicated that ninety percent 
had served their military obligations. 

Reaction to the resolution is not limited 
to local interest. Since its passage, there have 
been many other medical organizations who 
have adopted similar resolutions, or reso- 
lutions supporting the Oklahoma County ac- 
tion. Medical Economics, a well known na- 
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tional publication, is now planning an article 
concerning the Oklahoma City controversy. 


Negotiations Planned 

Doctor Ridgeway reports that plans ar» 
now underway to call together representa 
tives of interested organizations in an effor 
“to resolve our differences without the medi 
cal society being forced to effect an ulti 
matum. It is our sincere feeling that everyon: 
concerned is, in reality, trying to achiev 
the same goal of providing the best medica 
care possible to veterans who are really quali 
fied to receive such care.”’ A representativ: 
of the national office of the American Legio1 
will be asked to meet with representatives o/ 
the County Society, Post 35 and the loca 
Veterans Administration Hospital. 


Final Resolution 
The resolution finally adopted by the Okla- 
homa County Medical Society is reprinted be- 
low. 


RESOLUTION 


WHEREAS, we, the members of the Oklahoma 
County Medical Society as citizens and taxpayers 
are aware of an ever increasing tax burden, 

AND WHEREAS, as physicians, interested in the 
proper medical care of veterans with service con- 
nected disabilities as well as the indigent veteran 
with non-service connected disabilities observe that 
money in increasing amount is being improperly 
used for the care of veterans who are financially 
able to pay for medical and hospital care, 

AND WHEREAS, the Will Rogers Veterans Hos- 
pital collects fees for medical, surgical and hospi- 
tal services rendered to patients covered by Work- 
men’s Compensation Liability and private sick and 
accident insurance which practice results in direct 
competition to private hospitals and medical per- 
sonnel of this community, 

AND WHEREAS, it is manifestly evident that pa- 
tients who have non-service connected disabilities 
and carry Workmen’s Compensation Liability or ade- 
quate sick and accident insurance are able to pay 
their own expenses through such coverage are not 
what might be described as medical indigent and are 
not clearly eligible for veterans hospital and medical 
care according to the intent of the law, 

AND WHEREAS, this practice of Veterans Hos- 
pitals in admitting patients who have such adequate 
insurance coverage is not only a plain violation of 
the Veterans Act but can be considered a definite 
violation of the ethical principles governing the prac- 
tice of medicine as outlined by our separate organi- 
zations, the Oklahoma County and State Medical 
Associations in May 1956 and the American Medical 
Association one year ago through resolutions wherein 
these organizations condemned the practice of Vet- 
erans Hospitals accepting money from patients able 
to pay for their treatment, 
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Ray E. Brown, immediate past President of the American Hospital Association (left) congratulates Jack Shrode 
center) and Karey Fuqua upon their election to the offices of President and President-Elect, respectively 


Hospital Association Elects New Officers 


At its Annual Meeting in Oklahoma City, 
the Oklahoma Hospital Association installed 
Jack Shrode as its President for 1957. Mr. 
Shrode is Administrator of Wesley Hos- 
pital in Oklahoma City. 


AND WHEREAS, continuation of this abuse will 
not only ultimately weaken the effectiveness of medi- 
cal care of the worthy veteran but is furthermore 
not in conformity with the best principles of good 
medical practice which by tradition hold the princi- 
ple that hospitals shall not engage in the practice 
of medicine, 

AND WHEREAS, efforts of the Dean’s Committee 
for the Veterans Administration Hospital to correct 
or curb these abuses and violations to the Veteran 
Care Act and these principles of medical ethics have 
so far found to be ineffective, 

BE IT KNOWN, that the Oklahoma County Medi- 
cal Society, although it feels keenly its responsi- 
bility to continue in the care of the veterans suf- 
fering from service connected illness as also the 
truly indigent veteran with non-service connected 
disability, believes it holds not only an obligation 
to the medical profession but also to these worthy 
veterans as well as the taxpayers that if this prac- 
tice is continued to consider it unethical for their 
member physicians to participate further in the care 
ot such unqualified patients who should be admitted 
for care by the Will Rogers Hospital. 
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Other officers elected were: Karey Fuqua, 
Lawton, President-elect; Celeste Kemler, 
Ada, Vice President; R. L. Loy, Oklahoma 
City, Secretary; and Kenneth Wallace, Tul- 
sa, Treasurer. 


BE IT RESOLVED, that the Will Rogers Veter- 
ans Hospital be given 90 days to correct these flag- 
rant violations of the Veterans Care Act and to the 
ethical principles of medical practice to the satis- 
faction of the Oklahoma County Medical Society, 

BE IT FURTHER RESOLVED, unless correction 
is made within 90 days, those member physicians 
who continue to participate in this program of Vet- 
eran Care as presently outlined will by the Okla- 
homa County Medical Society be considered as prac- 
ticing unethical medicine and appropriate action by 
the Society will be taken that may lead to suspension 
from the rolls of the Society, 

BE IT FURTHER RESOLVED, that a copy of this 
resolution be sent to the Veterans Administration in 
Washington, D.C., Senator Robert S. Kerr, Senator 
Mike Monroney, Congressman Teague of Mississippi, 
Congressman Edmundson of Oklahoma, the Medical 
Center Committee of the Chamber of Commerce, the 
managing Editor of the Daily Oklahoman and the 
Oklahoma City Times and all other interested parties 
in order that the widest publicity possible be ac- 
complished so as to acquaint the public of this 
wrong. 
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From the Journal of the Oklahoma State 
Medical Association, January 1932. Edited 
by John Matt, M.D. 


POST-OPERATIVE CARE OF THE PATIENT 


C. K. Logan, M.D. 
Hominy 


“Too many surgeons forget that their work and 
responsibility is only partly over when they have 
finished operating. Many an excellent operator is 
an indifferent post-operative fighter and many an ex- 
cellent operation is in vain because it is needlessly 
lost in the convalescent room. It is often the case 
that a well performed operation will have a long, 
painful, dangerous convalescence and an imperfect 
result, while a poorly done, rather bungled overation 
will have a safe and speedy recovery with a per- 
fect result due to post-overative care... . 


“The average case operated under any general 
anesthetic wakes up with three prominent sympv- 
toms: nausea, thirst, and pain. Nausea may be pre- 
sent in other cases when there are various symp- 
toms apparent, but in a post-operative case there is 
usually accompanying the nausea a feeling that no 
medical term describes. There is a general depres- 
sion that one of my vatients described to me as a 
kind of ‘‘soul sickness.’’ Drugs and drinks do little 
to settle this nausea. Unless contraindicated because 
of some gastro-intestinal operation a gastric lavage 
in the form of a glass of warm water given as fast 
as the patient can drink it is often verv heloful. It 
is promptly vomited uv with usually some relief... . 

‘Dehydration follows most operations and is felt 
more by thin patients than by the pvlethoric type. The 
fundamental physiological principles to be remem- 
bered is that water is not absorbed bv the walls of 
the stomach, nor to any great extent until it reaches 
the colon. In patients where nausea persists after 
drinking considerable water by mouth, the thirst 
is not alleviated. This condition is understood by most 
surgeons and too often we order a proctoclysis and let 
it go at that. If we would take time to investigate 
we would be surprised how often we are disappoint- 
ed by this process, and how often we have only a 
wet bed and no results. In border line cases where 
treatment of dehydration is not too imoverative, I 
prefer retention enemas, but in any serious case 
hypodermoclysis is the method of choice. For this 
purpose ordinary tap water, sterilized, is the water 
of choice .... 

“Hiccough is often a very troublesome compli- 
cation. It is of some importance in peritonitis and 
serious cases of abdominal surgery ... . 
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“In my own experience and in the experience 
two surgeon friends, who are fortunate enough t) 
have more surgery to do than I, I have found tha 
the use of a very simple remedy suggested to me b 
a colleague, Dr. J. J. Fraley, has been more usefu 
than any found in my text books. The treatmen 
that he recommended to me was oil of cassia (oi 
of cinnamon), one drop on a small piece of lump st 
gar, every fifteen minutes until the patient is re 
lieved. In my own cases and the cases of two othe 
colleagues to whom I have passed it on, this ha: 
been the most effective treatment... . 


TETANUS, THE DIAGNOSIS, PREVENTION 
AND TREATMENT 


John Haynie, B.Sc., M.D. 
Durant 


“Your attention is respectfully invited to a brief 
study of tetanus. This paper is presented in the belief 
that insufficient attention has been given by the 
general practitioner to the earlier symptoms, nec 
essary prevention, and maximum antitoxin treat 
me. . +s 


“The diagnosis should be made early for the suc- 
cess of the treatment devends upon the promot re- 
cognition of the disease. If doubt exists, cultures 
should be made from scrapings of the wound, but 
delay is fraught with grave danger. I have known 
cases and you have too that have not been recognized 
early and the vroper treatment instituted in time to 
save the life of the patient. . . . 


“Tetanus may resemble strvchnine poisoning, tet- 
any, hysteria, and hydrophobia. . . . 


“The prognosis of tetanus has been a serious 
chapter in medical history. It has caused an ap- 
palling death rate with a mortality hitherto of al- 
most 100°... But with proper treatment the mortality 
of acute tetanus has fallen to about 70°. or 75°%. The 
shorter the incubation period the more unfavorable 
the outlook. If the natient survives six to eight days 
recovery usually takes place. When the dianvhragm 
and laryngeal muscles are greatly involved. the 
prognosis is unfavorable. Death usually takes vlace 
by asphyxiation, respiratory paralvsis, toxemia, car- 
diac dilation, or bronchial pneumonia... . 


““A case of tetanus is a serious reflection on the 
carelessness or oversight of some one. and too often 
this is traced to the physician. The most effective 
treatment of this disease is prevention. Every wound 
should be ovened to its deepest parts, thoroughly 
cleansed, all devitalized and highly traumatized tis- 
sue dissected away, and all foreign materials re- 
moved: then the wound should be thorouchly swab- 
bed with tincture of iodine. which is most lethal to 
the toxin and tetanus spores. Fifteen hundred units 
of antitetanus serum should be injected immediately 
intramuscularly as a prophylactic measure in all 
wounds of suspicious character. The system rapidly 
eliminates the antitoxin, 66°, being thrown off within 
six days and 80°, at the expiration of twelve days; 
therefore, as long as danger exists, especially in 
slowly healing and suppurating wounds, the serum 
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should be repeated every seven to eight days. ‘‘As 
a prophylactic measure tetanus antitoxin merits 
our fullest confidence.” ... . 


‘All cases should be isolated, and physicians and 
attendants should use proper precautions in hand- 
lig them. The use of rubber gloves and other pro- 
tective methods should be taken, especially in dress- 
ing the wound and handling contaminated dressings. 
It is of the utmost importance that a quiet, dark 
room be secured with a limited number of sensible 
a endants in charge and that they be instructed in 
a’ details for the care and comfort of the patient. 
Ii is essential that everything be well organized 
avd nothing left to chance. The physician must chal- 
lenge the attack with herioc measures before much 
d mage is done to the nerve cells .... 


‘Antitetanic serum is an imperial and sovereign 
romedy. But after the nerve cells are damaged by 
the toxins it can do but little good. Therefore. it is 
0: vital importance that the antitoxin be given ear- 
l.. for, in so doing, it neutralized the toxins in the 
b'ood stream and neural lymphatic channels before 
n.uch damage is done. Three things stand out pre- 
e ninently in giving antitoxin: 


a. The time of giving; 
b. The size of the dose; 


c. The method of administration... . 


*“As soon as a patient ill with tetanus is seen 20,- 
000 units of antitetanic serum should be given intra- 
venously and 20,000 units intraspinally under proper 
aseptic precautions. These doses should be repeat- 
ed within eight or ten hours. The second day 20,- 
000 units should be given intravenously and 20,000 
units intraspinally and these repeated within ten or 
twelve hours . . 


“The third day 20,000 units should be given intra- 
venously, and, as the symptoms abate, the interval 
between the doses should be lengthened and reduced 
until recovery takes place. For children one-half 
the foregoing quantities should be given. The serum 
should be warmed to body temperature and the 
median basilic is the vein of choice in giving it intra- 
venously, using a 1% inch, 18 to 20 guage needle on 
a luer syringe. It should be given intraspinally by 
the gravity method after the patient has been turned 
on the side. If opisthotonos is marked or spasm 
severe it is best to relax the patient with chloroform 
anaesthesia before making spinal puncture; 10 to 15 
cc. of spinal fluid should be allowed to escape before 
injecting the serum. This serves to prevent an in- 
crease of pressure of the spinal fluid and allows a 
freer circulation of the antitoxin in the spinal canal. 
It is practically useless for therapeutic purposes 
to give the serum intramuscularly or subcutaneously 
on account of its slowness of action; in the former 
it takes 24 hours to have its maximum effect, in the 
latter three days, however, it may be given with 
profit in the region of the wound. Intraneural in- 
jections may also be made on the theory that it 
intercepts and destroys some of the toxins in the 
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nerve sheaths. It is well to remember that the serum 
is not germicidal, it is only antitoxic, and all it can 
do is detoxify the system. Before giving therapeutic 
doses of serum to those who have asthma and hay- 
fever and those who have been sensitized to previous 
injections, it is best to test their suscenvtibility by in- 
jecting % to 1 cc. and waiting a few minutes. If no 
reaction occurs it is considered safe to give. If a 
pronounced reaction should occur \% to % cc. of ep- 
inephrin should be injected immediately intramus- 
cularly or subcutaneously. . . 


“The inoculating wound should receive early sur- 
gical attention. Closed and unhealed wounds should 
be incised under local anesthesia, all foreign bodies 
and necrosed tissue removed, the wound then cleansed 
with iodine, hydrogen peroxide, calcium hypochlorite 
or Dakin solution and dressed daily. The wound area 
may be treated by means of the ultra-violet rays on 
the theory that the bacilli spores are killed by the 
hyperemia produced. . . 


“Rest and sleep are highly essential and to obtain 
these liberal doses of the sedatives and antispasmo’1- 
ics are necessary. Chloral hydrate, the bromides. 
sodium amytal, chloretone, and pheno-barbital, may 
be used. In fast recurring convulsions with involve- 
ment of the larynx and diaphragm 1 ce of 25%% 
chemically pure magnesium sulphate solution for 
each 25 pounds body weight should be given intra- 
spinally under proper aseptic precautions. This drug 
has great power in alleviating the convulsions, but it 
must be used with care, the dose increased, dimin- 
ished, and repeated when needed, but one dose every 
12 to 24 hours is usually sufficient. If resviratory 
paralysis follows its use as sometimes happens. 5 to 
6 cc. of a 5% solution of calcium chloride should be 
given intravenously. In the writer’s hands chloral 
hydrate and potassium bromide have been the chief 
drugs used for this purpose. It is remarkable how 
much of these a patient with tetanus can take with- 
out harm: 20 to 40 grains may be given every two to 
four hours until effect. It is best to begin with the 
smaller dose and increase as the demands of the 
patient require. If the patient cannot take them by 
mouth they may be given by bowel. Morphine is 4 
useful drug in many conditions, but in tetanus it must 
be used with extreme caution and in small doses, 
owing to its deleterious effect on the already embar- 
rassed respiratory center. . . 


“The diet should be liquid and highly nutritious. 
If the patient cannot open the mouth enough for food, 
feeding may be done through a nasal tube, or by 
nutrient enema. A 10% Glucose solution should be 
given per rectum or intravenously if the patient is 
unable to swallow. It is indispensable that dehy- 
dration be prevented, and, if the patient is unable to 
take enough water by mouth, this should be supplied 
by the bowel. Two or three warm baths daily, given 
carefully and cautiously, soothe the patient and ren- 
der much comfort. As constipation and retention of 
urine are common, these conditions should be looked 
after promptly”... . 
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COMING MEETINGS 


OKLAHOMA CHAPTER, AAGP 
TO HOLD ANNUAL MEETING 


The Oklahoma Chapter, American Acad- 
emy of General! Practice, will hold its ninth 
Annual Meeting at the Biltmore hotel, Okla- 
homa City, February 4 and 5, 1957. Follow- 
ing is a summary of the program: 


Sunday, February 3, 1957 


2:30 to 4:00 p.m. Registration, Mezzanine, Biltmore 
3:00 p.m. Board of Directors Meeting, Biltmore 


Monday, February 4, 1957 


8:00 a.m. Registration, Mezzanine 

9:30 to 10:00 a.m. Scientific Assembly, Civic Room 
Claude J. Hunt, M.D., Kansas City, Missouri— 
“Tumors of the Neck, Congenital, Glandular 
Lymphatic”’ 

10:00 to 10:30 a.m. Visit Your Exhibitors 

10:30 to 11:00 a.m. Scientific Assembly, Civic Room 
Franklin V. Wade, M.D., Flint, Michigan— 
“Pitfalls in the Management of Fractures of 
the Upper Extremity” 

11:00 to 11:15 a.m. Visit Your Exhibitors 

11:15 to 11:45 am —I. Phillips Frohman, M_D., 
Washington, D. C.—“Professional Writing” 

11:45 to 12 noon Visit Your Exhibitors 

12:00 noon Roundtable Luncheon 

2:00 to 2:30 p.m. John S. DeTar, M.D., Pres., 
A.A.G.P., Milan, Michigan—‘“Cancer Detection 
in the Office of the Generalist” 

2:30 to 3:00 p.m. Visit Your Exhibitors 

3:00 to 3:30 p.m. Michael Newton, M.D., Jackson, 
Mississippi—“‘Support During Labor” 

3:30 to 4:00 p.m. Visit Your Exhibitors 

4:00 to 4:30 p.m. Claude J. Hunt, M.D., Kansas 
City, Missouri—“Early Manifestations and 
Radiological Indications of Small Bowel Ob- 
structions” 

4:30 to 5:00 p.m. Visit Your Exhibitors 

6:30 p.m. Social Hour 

7:30 p.m. Dinner—Civic Room—Biltmore Hotel, 
John S. DeTar, M.D., President, American 
Academy of General Practice, will be the 
Speaker. Entertainment during dinner will 
be presented by Herbert Bagwell and his seven 
piece group of Oklahoma City University 


Tuesday, February 5, 1957 


7:00 to 8:00 a.m. Breakfast—Civic Room—Bilt- 
more 

8:00 to 10:00 a.m. Annual Business Meeting 

10:00 to 10:30 a.m. Visit Your Exhibitors 

10:30 to 12:00 noon Stewart Wolf, M.D., Oklahoma 
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City—“Neurological Clinic” — Disorders of 
Muscle” (Live Clinic) 


12:00 noon Roundtable Luncheon 
1:30 to 2:00 p.m.—Visit Your Exhibitors 


2:00 to 2:30 p.m. Michael Newton, M.D., Jackson, 
Mississippi—““The Diagnosis and Manageme nt 
of the Adnexal Mass” 

2:30 to 2:45 p.m. Visit Your Exhibitors 


2:45 to 3:15 p.m. I. Phillips Frohman, M.D., Wash- 
ington, D.C.—“Education and The Physiciay.” 

3:15 to 3:30 p.m. Franklin D. Wade, M.D., Flint, 
Michigan—“Pitfalls in the Management of 
Fractures of the Lower Extremities” 


UNIVERSITY OF OKLAHOMA 
SCHOOL OF MEDICINE 


POSTGRADUATE COURSES—1956-1957 
SHORT COURSE SERIES 


3:30 to 8:30 p.m., Room 118, Medical School After- 
and Evening Sessions 

December 19—Intestinal Obstruction 

January 9—Neurological Diagnosis 

February 13—Heart Disease in Children 

March 13—Anesthesiology for Part-Time Anesthet- 
ists 

April 10—Problems in Infectious Disease 

May 15—Chronic Pulmonary Disease 

June 12—Surgical Emergencies 


SELECTED PROBLEMS IN INTERNAL MEDICINE 


November 26-30—Arranged by the American College 
of Physicians 


OBSTETRICAL-GYNECOLOGICAL SYMPOSIUM 


January 26—Sponsored by Oklahoma City Obstetrical- 
Gynecological Society 

Guest Lecturers: 
Alam Guttmacher, M.D., New York City 
Clarence D. Davis, M.D., Columbia, Mo. 

Third Annual Patholobical Radiological, Etc —8 met 

February 22-23—Lesions of the Colon, Sponsored by 
Oklahoma Association of Pathologists, Oklahoma 
Association of Radiologists, Oklahoma Chapter, 
American College of Surgeons 

Guest Lecturers: 
J. Arnold Bargen, M.D., Rochester, Minn. 
Warren H. Cole, M.D., Chicago, Illinois 
Robert S. Grinnell, M.D., New York City 
Elson B. Helwig, M.D., Washington, D.C. 
Philip J. Hodes, M.D., Philadelphia, Pennsylvania 


ADVANCED ELECTROCARDIOGRAPHY 
March 4-8—( Prerequisite, Doctor Bayley’s Basic Elec- 
trocardiography Course) 
OPHTHALMOLOGY-OTOLARYNGOLOGY 
SYMPOSIUM 
March 7-8—Sponsored by Oklahoma City Society of 
Ophthalmology and Otolaryngology 


Journal of the Oklahoma State Medical Association 








ers of 


ickson, 
jeme nt 


Was - 
siciay.” 
Flint, 
ont of 


957 


After- 


esthet- 


ICINE 


‘ollege 


IUM 


trical- 


8 met 
‘ed by 
ahoma 
apter, 


lvania 


> Elec- 


ety of 


ciation 





Guest Lecturers: 
Harold G. Scheie, M.D., Philadelphia, Pennsyl- 
vania 
Henry L. Williams, M.D., Rochester, Minnesota 


UROLOGY SYMPOSIUM 


March 15—C. B. Taylor Memorial Lecture to be held 
with this meeting. 


TRAUMA SYMPOSIUM 


Avril 5-6—Sponsored by Regional Committee on 
Trauma of American College of Surgeons 


Guest Lecturer: 
Daniel C. Riordan, M.D., New Orleans, La. 


OKLAHOMA ASSOCIATION OF HOUSE STAFF 
PHYSICIANS 
} ay 31—Two Guest Lecturers and presentation of 
original papers by members of the various House 
Staffs will highlight this program. 


POSTGRADUATE CONFERENCE 


[he Temple Division of the University of Texas 
} ostgrdaute School of Medicine offers the fifth Scott, 
S,erwood and Brindley Foundation Postgraduate Con- 
ference in Medicine and Surgery on March 4, 5, 6, 
1957. For detailed information write: Director Scott, 
Sherwood and Brindley Foundation, Scott and White 
Clinic, Temple, Texas. 

Physcians desiring to register for any of the courses 
listed above should register by writing the Office of 
Postgraduate Instruction, University of Oklahoma 
School of Medicine, 801 N.E. 13 Street, Oklahoma 
City. 


NINTH ANNUAL INSTITUTE IN 
PSYCHIATRY AND NEUROLOGY 


The Ninth Annual Institute in Psychiatry and Neu- 
rology will be held at the Veterans Administration 
Hospital, North Little Rock, Arkansas, on February 
28 and March 1, 1957. Participants will include: 

Francis J. Braceland, M.D., Institute of Living, 
Hartford, Connecticut, President, American Psychi- 
atric Association. 

Doctor Esther Lucille Brown, Director of Univer- 
sity and Community Relationships, Boston University 
School of Nursing, Boston, Massachusetts. 

Donald A. Covalt, M.D., New York University Belle- 
vue Medical Center, New York, New York. 

Iago Galdston, M.D., New York Academy of Medi- 
cine, New York, New York. 

Doctor William E. Gordon, Professor of Research, 
George Warren Brown School of Social Work, Wash- 
ington University, St. Louis, Missouri. 

Doctor Lowell E. Kelley, Professor of Psychology, 
University of Michigan, Ann Arbor, Michigan. 

Louis A. Krause, M.D., University of Maryland, 
School of Medicine, Baltimore, Maryland. 

L. H. McDaniel, M.D., Tyronza, Arkansas. 

William S. Middleton, M.D., Chief Medical Direc- 
tor, Department of Medicine and Surgery, Veterans 
Administration, Washington, D.C. 
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Overhead Expense Premiums 
Not Tax Deduction 


Several physicians have recently inquired 
as to whether insurance premiums for poli- 
cies covering office expense in the event of 
disability are deductible as a business ex- 
pense. According to Lytle, Johnston and 
Soule, attorneys for the Oklahoma State 
Medical Association, they are not. 


In answer to this question, the law firm 
explained that such premiums are treated 
in the same manner as health and accident 
insurance and may be taken into account as 
medical expense. In most cases, neither of 
these premiums would be deductible since 
under both State and Federal returns a per- 
centage of adjusted gross income or a fixed 
amount of such expenses must first be de- 
ducted before any is allowable. 


Such rulings, however, have no bearing 
on liability insurance premiums which may 
be deducted as a business expense. 


Doctor Earl G. Planty, Professor of Management, 
University of Illinois, Urbana, Illinois. 

Mr. Winthrop Rockefeller, Little Rock, Arkansas. 

Lewis R. Wolberg, M.D., New York, New York. 

Harold G. Wolff, M.D., The New York Hospital, 
New York, New York. 


MODERATORS WILL INCLUDE 


J. B. Bounds, M.D., Manager, Veterans Admini- 
stration Hospital, Roanoke, Virginia. 

Delmar Goode, M.D., Manager, Veterans Admini- 
stration Hospital, Little Rock, Arkansas. 

Granville L. Jones, M.D., Superintendent, Arkansas 
State Hospital, Little Rock, Arkansas. 

William K. Jordan, M.D., University of Arkansas 
School of Medicine, Little Rock, Arkansas. 

S. J. Muirhead, M.D., Manager, Veterans Hospital, 
Salisbury, North Carolina. 

William G. Reese, M.D., University of Arkansas 
School of Medicine, Little Rock, Arkansas. 

Terry C. Rodgers, M.D., Little Rock, Arkansas. 

Lee G. Sewell, M.D., Manager Veterans Admini- 
stration Hospital, Pittsburgh, Pennsylvania. 

Doctor Braceland will present the principal address 
of the dinner session Thursday evening, February 28. 
On Wednesday, February 27, there will be work 
shops in clinical psychology, psychiatric social work, 
and psychiatric nursing. 

Harold W. Sterling, M.D., Manager of the Hospital, 
cordially invites interested professional personnel to 
attend this institute, registration being without 
charge. 
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Spontaneously acknowledged by physicians everywhere as an outstanding 
idal=ie-) 8\-10)dlemmslehy-lalelon repeatedly confirmed during more than three years of 
Clinical usage, ACHROMYCIN Tetracycline ranks among the foremost in its field 
today... judged on its exceptional effectiveness against a wide range of pathogens, 
prompt control of infections most commonly encountered in medical practice, 


low incidence of side reactions, minimal emergence of resistance. 


ACHROMYCIN is available in 21 dosage forms—each with full tetracycline effect — 


to meet the exacting requirements of modern medicine. 


OMPANY. PEARL RIVER. NEW YORK 








i " 
} c 
rr yn ol 
UiiU 
jor the average 
¢ . . 
Hann patient tr 
Si ki. 7 x r « » 
tt MUI everyday practice 


® well suited for prolonged therapy 
@ well tolerated, nonaddictive, essentially nontoxic 
® no blood dyscrasias, liver toxicity, Parkinson-like syndrome 
or nasal stuffiness 
® chemically unrelated to chlorpromazine or reserpine 
@ does not produce significant depression 


orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


Tranquilizer with muscle-relarant action 


DISCOVERED AND INTRODUCED 
BY Wi WALLACE LABORATORIES, New Brunswick, N.J. 


2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate —U.S. Patent 2,724,720 








SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d. 


Literature and Samples Available on Request 


CM-3706-R2 
THE MILTOWN MOLECULE 
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Two floors of commercial exhibits by 
leading manufacturers and firms catering 
to physicians will be featured at the 5lst 
Annual Meeting of the Oklahoma State Med- 
ical Association in Tulsa, May 6-8, 1957, it 
was announced last month. 


Doctor Donald L. Brawner, Tulsa, Chair- 
man of the Commercial Exhibits Committee, 
said 28 exhibits would be located on the 16th 
floor of The Mayo immediately adjacent to 
the Crystal Ballroom, location of the main 
lecture room where presentations by eleven 
nationally known visiting guest speakers 
will be heard. 


Another 11 exhibits will be housed in a 
partitioned area in the Main Lobby, im- 
mediately adjacent to General Registration. 
This will also include a comfortable lounge 
where convention visitors may relax between 
events and visits to exhibits. 

A limited number of scientific exhibits 
by Oklahoma doctors and organizations will 
be housed in the Ivory Room on The Mezza- 
nine of the Mayo. Doctors wishing to ex- 
hibit should write at once for an official ap- 





Annual Meeting Committees Promise Big Attendance 


plication bland to Mr. Jack Spears, Conven- 
tion Manager, Oklahoma State Medical As- 
sociation, B9 Medical Arts Building, Tulsa, 
Oklahoma. 

A sizeable number of requests for hotel 
accommodations at the Annual Meeting have 
already been received, the Tulsa County 
Medical Society reported last month. Mem- 
bers should write at the earliest date for 
hotel accommodations to the Hotels Commit- 
tee, Tulsa County Medical Society, B9 Med- 
ical Arts Building, Tulsa. Please specify 
date of arrival and departure, type of ac- 
commodation desired, and choice of hotel. 
Reservations will be filled in the order of 
receipt and will be confirmed about March 
1, 1957. 

Doctor Walter E. Brown of Tulsa, General 
Chairman, predicted last month that attend- 
ance at the 1957 Meeting might reach 1,000 
Oklahoma doctors. “Our splendid scientific 
and social program has aroused much com- 
ment,” he said, “‘and there are indications of 
a record meeting.” A complete list of guest 
speakers appears in the December issue of 
The Journal, 

















Your V. Mueller representative puts you in immediate 
touch with world-wide resources for the very finest sur- 
sical instruments, equipment and supplies. Large local 
stecks are supplemented by V. Mueller’s fast teletype 
service to give you the fastest possible delivery .. . 
highest quality .. . reasonable costs. 

Instrument Makers To The Profession Since 1895. 


IN HOUSTON: 
Hermann Prof. Building 
Telephone: JAckson 3-8133 
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our 


FAST TELETYPE SERVICE 


puts the world’s finest 
instruments & equipment 
at your command! 


Expert Repair Service by V. Mueller’'s world famous 








UELLER e CO. 


330 South Honore Street 
Chicago 12, Illinois 


Dallas @ Houston @ Los Angeles @ Rochester, Minn. 


instrument makers gives you life-like precision and use- 
fulness from your diagnostic and surgical instruments 
Prompt, proper reconditioning is done at our main plant 


with complete facilities for resharpening and replating 
IN DALLAS: 


1213 N. Washington 
Telephone: TAylor 6-4191 
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For Oklahoma Physicians. .. 
STANDARD INSURANCE REPORTING FORMS 


“The advantages of a standard form are 
obvious. Too much time is being spent by 
physicians in deciphering and interpreting the 
great variety of forms presently in use by the 
multitude of insurance companies in the 
health field.” 


The foregoing statements were made by 
Basil Hayes, M.D., chairman of the Insurance 
Committee of the Oklahoma State Medical 
Association, in introducing the Standard In- 
surance Reporting Forms. 


Doctor Hayes further stated, ‘“The com- 
plete cooperation of the medical profession 


— — — -ORDER FORM—CLIP & MAIL- — — “7 


The TRANSCRIPT CO. 
111 South Peters 
Norman, Oklahoma 


Enter our order for 


ing Forms. 
OC) Check Enclesed Signature 
Amount $ 
Address 
Bill Me 
Town 


POSTAGE PAID Please Remit With Order 


pads of Standard Insurance Report- 


will be necessary if this simplification pro- 
gram is to be effective.” 


Forms are now available in handy pads of 
50. One side contains the Attending Phy- 
sicians Statement— Sickness and the op- 
posite side the Attending Physicians State- 
ment—Accident. The Standard Insurance Re- 
porting Form is approved by the Oklahoma 
State Medical Association. Until such time as 
the forms are adopted by all insurance com- 
panies, it will be necessary for each physician 
to supply his own. ORDER NOW —use the 
form below. Immediate delivery. 





| 1 Pad. $ 75 


| (50 Forms) 
| 6 Pads_______ 3.90 
| (300 Forms) 
| 12 Pads_____- 6.00 
| (600 Forms) 


| Plus Oklahoma State Sales Tax. 
| Discount of 2% if remittance is 
mailed with order. Postage Paid. 
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YANDBOOK OF PHYSICAL THERAPY, 
Robert Shestack, Ph. G. R. P., P. T. R. 
Springer Publishing Company, Inc., New 
York City. 

The book consists of 199 pages which is 
ivided into four parts. The first part deals 
vith general considerations including a short 
eview of the ancient history of physical 
herapy and more important the listing of 
iformation that should be contained in an 
rder for physical therapy. 

The second part deals with the usual 
hysical therapy modalities. These are sup- 
rficially treated and not adequate for any- 
ne without considerable experience in phys- 
‘al therapy, and is not needed by anyone 
<perienced in physical therapy. There are 
hert chapters on ultrasonics, electro diag- 
ovis and faradic current which go into a 
ittle more detail concerning specific tech- 
ical application. 

The third part consists of short discus- 
sions and outlining physical therapy for 

various medical conditions. For one not too 
well acquainted with the field the outline 
and suggestion of exercises to be given in 
various conditions is worthwhile. 

The fourth part consists of enumerating 
movements produced by muscles and is of 
no great value, as the muscles are only listed 
in groups. 

All in all, there is little of specific con- 
tribution to the field of Physical Therapy 
in this handbook, and certainly is not to be 
recommended to be of any great value to 
those acquainted with the field. 


AMERICA’S HEALTH: A Report to the 
Nation by The National Health Assembly. 
Cloth. Pp. 395. Harper and Brothers. 
New York. 

This is the official report of the National 
Health assembly which was convened at the 
request of former Federal Security Admin- 
istrator Oscar Ewing in 1948. The contro- 
versial “Ewing Report” to President Tru- 
man in September, 1948, was based in great 
degree on the findings published in this 
book. 

It will be recalled that Mr. Ewing chose 
a group of 38 men and women, who were 
recognized leaders in the various fieids of 
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AAGP 9th Meeting Will Attract 
5,000; Phelps To Become President 


More than 5,000 of the nation’s family 
physicians are expected to attend the Ninth 
Annual American Academy of General Prac- 
tice Scientific Assembly, March 25-28, 1957 
in Kiel Auditorium, St. Louis, Missouri. An 
Oklahoma physician, Malcom E. Phelps, 
M.D., El Reno, will be installed as the new 
President of the Academy. 

During the four-day scientific meeting, 
the doctors will hear out-standing speakers 
discuss important subjects including infer- 
tility, polio vaccination, and the “neglected” 
pediatric areas, the eyes, ears, and feet. 
They will visit 60 scientific and 260 techni- 
cal exhibits. 

The Academy’s pclicy-making Congress 
of Delegates will convene at 2 p.m., Satur- 
day, March 23. All sessions of Congress and 
many social functions will be held in the 
Sheraton-Jefferson Hotel. 

Wednesday evening, March 27 
induction ceremonies for Doctor Phelps, 
more than 3,000 guests will attend a Presi- 
dent’s reception and dance honoring J. 8. 
DeTar, M.D., Milan, Michigan, President of 
the Academy. 


, following 


health, to serve as an Executive Committee. 
This committee then drafted areas of discus- 
sion for 14 major health problems. The dis- 
cussion groups were organized under the 
chairmanship of individuals who were wide- 
ly known in their fields and who, supposed- 
ly, would be impartial. 

This reviewer does not wish to revive the 
controversy that raged seven years ago over 
the organizational development of the Na- 
tional Health Assembly. He does wish to 
point out that a great deal of valuable 
thought did emerge from that convocation. 
Every worker in the field of health should 
read and study this report with calm de- 
liberation. 

Physicians, especially, in the words of Mr. 
Ewing should “find in it a challenge to in- 
sure that the creative forces which emerged 
in the Assembly will continue, through co- 
operative, joint endeavors of laymen and 
professsionals, in stimulating plans and ac- 
tivities to meet national, state and com- 
munity health needs.”-John G. Matt, M.D 
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PHYSICIAN PLACEMENT 


Anesthesia 
Daniel B. Perry, Residence Quarters, Harlem Hos- 
pital, New York, N. Y., age 48, Meharry Medical 
College, 1948, interned at Harlem Hospital, New 
York and served residency in anesthesia there, vet- 
eran, available December, 1957. 


General Practice 

Louis Marshall Cuvillier, Jr., 1407 Woodside Park- 
way, Silver Spring, Maryland, age 44, George Wash- 
ington University School of Medicine, 1938, interned 
at Garfield Memorial Hospital, Washington, D.C., 
one year residency in medicine and obstetrics at 
Norfolk General Hospital, Norfolk, Virginia. Vet- 
eran, available upon 90 day notice. Married. 

Orby L. Butcher, Jr., 3106 Alaska, Dallas, Texas, age 
29, University of Oklahoma, 1955, now in surgical 
residency at VA Hospital in Dallas, Veteran. Avail- 
able, July, 1957. Married. 


David L. Mossman, USAH, Orthopedic Department, 
Ft. Riley, Kansas, age 28, University of Vermont, 
1954, available upon separation from service, De- 
cember, 1957. Married. 


Internal Medicine 

James E. Morris, Jr., 1034 Second St., S.E., Moultrie, 
Georgia, age 26, University of Tennessee College of 
Medicine, 1953, one year internal medicine resi- 
dency, now serving military obligation, available 
February, 1957. Married. 

Robert W. Datesman, 94 Oak Street, Westwood, Mas- 
sachusetts, age 30, University of Pennsylvania, 
1951, residency training at University of Minnesota 
Hospitals, and Boston Veteran Hospital, Veteran, 
available in July, 1957. Married. 


Obstetrics-Gynecology 
John P. Harrod, Jr., 932 E. 56th Street, Chicago 37, 
Illinois, age 33, University of Georgia, 1946, served 
residency at University Hospital, Augusta, Ga., 
Duval County Hospital, Jacksonville, Florida and 
at Chicago Lyons-In Hospital, Board certified, vet- 
eran, availability date unknown. Married. 


Pathology 
Jess D. Green, Jr., 1765 South Victor, Tulsa, age 32, 
George Washington University, 1950, will finish four 
years pathology residency in January, 1957. Mar- 
ried. 


Pediatrics 
David Goldstein, 66 Lafayette Ave., Staten Island 1, 
N. Y., age 38, Long Island College of Medicine, 
1949, two years residency in pediatrics, Board cer- 
tified, available after October 1, 1956. Single. 


Surgery 
Duane A. Barnett, 1636 N.E. 46th Street, Oklahoma 
City, age 30, University of Oklahoma, 1952, interned 
at Wesley Hospital, Oklahoma City, now in resi- 
dency at Veteran’s Administration Hospital, vet- 
eran, will be board eligible and available for prac- 

tice July 1, 1957. Married. 
Vernon L. Guynn, 2026 S. Second Ave., Maywood, IIl., 
age 32, University of Illinois, 1947, passed Part I of 
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General Surgery Board, military obligation served, 
available January 1, 1957. Married. 

Boyd M. Saviers, 514 Lacewood Dr., Dallas, Texas 
age 33, University of Oklahoma, 1947, finishing thir: 
year residency at Methodist Hospital of Dallas, vet 
eran, available September, 1956. Married. 

Alvin S. Natanson, 49 Kiernan Drive, Rantoul, Illi 
nois, age 36, Tufts Medical College, 1949, residenc; 
training at Boston City Hospital, Diplomate of th« 
American Board of Surgery, available upon separa 
tion from service, July, 1957. Married. 


Urology 

John C. Brazos, 406 South Washington, Watertown, 
Wisconsin, age 36. University of Illinois, 1949, in- 
terned at Anckee County Hospital, St. Paul, Minne- 
sota, residency at Milwaukee County Hospital, Mil- 
waukee, Wisconsin. Veteran, available upon com- 
pletion of residency, July 31, 1957. Married. 

Harry Emanuel Fisher, Jr., Box 161, Barnes Hospital, 
St. Louis 5, Missouri, age 33, University of Okla- 
homa, 1952, veteran, available July 1, 1956. Mar- 
ried. 

Paul Lucian Livingston, 18340 Lake Chabot Road, 
Castro Valley, California, age 35, New York Medi- 
cal College, 1946, served residencies at Orange Me- 
morial Hospital, New Jersey and at Veterans’ Ad- 
ministration Hospital, Long Beach, California, now 
Assistant Chief Urologist at V.A. Hospital, Board 
Qualified, veteran, available upon sixty days notice. 
Married. 


CLASSIFIED ADS 


FOR SALE: Used Model III A, 6 Channel Grass 
Electroencephalograph in 8 Channel Cabinet. Springer 
Clinic, 604 S. Cincinnati, Tulsa, Okla., Phone LUther 
7-6621. 


ELECTROCARDIOGRAPH FOR SALE: Recent 
model, Beck-Lee ‘“‘Cardial,’’ Reasonable, J. W. Coin, 
M.D., 837 N.E. 15th, Oklahoma City, Okla., Phone 
FO 5-9211. 


POSITION VACANCY, General Practice Resi- 
dency, two years, Stanislaus County Hospital, Mo- 
desto, California, 400 beds, hospital fully approved 
by Joint Commission of Accreditation; Salary— 
$500 per month. Address communications to Dr. 
Allan A. Craig, M.D., Stanislaus County Hospital, 
Modesto, California. 


TEN ROOM OFFICE SPACE for lease. Air Con- 
ditioned, Private parking, in the vicinity of 12th 
and Walker. For further information write Key 
J, care of the Journal. 


NEW OFFICE? Space in modern, air condtioned 
professional building, available. 2511 North West- 
ern. Private rooms with private entrance, and rest 
rooms. Beautifully appointed reception room with 
Dentist. 


Office hours JA 5-7970 After hours JA 5-2653 


A PRACTICE in the specialty of Dermatology 
available. Interested parties should contact Key H. 
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